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Robab Latifnejad Roudsari Abstract
Abstract
Background & Objectives: Infertility is an acute life crisis which may last for an 
indeterminate length of time. In holistic approach to infertile women’s care, which is 
believed to assist patients cope better with their experiences, all aspects of care including 
religious and spiritual needs of individuals should be considered. A literature review 
revealed that religious and spiritual dimensions of infertility have received very little 
attention. This study examined how women experienced infertility in its religious and 
spiritual contexts and how these perspectives affected the strategies infertile women 
adopted to handle infertility.
Method: Using a feminist grounded theory approach 30 infertile women affiliated to 
different denominations of Christianity (Protestantism, Catholicism, Orthodoxy) and 
Islam (Shi’a and Sunni) were interviewed. Seven infertile women with no formal religion 
also included in the study. Data were collected through semi structured in-depth 
interviews in one Iranian and two UK fertility clinics and analyzed using Strauss and 
Corbin’s mode of grounded theory analysis.
Findings: The substantive theory of “relying on a higher being” was generated from data 
which encompassed four sequential stages: encountering the problem, challenging 
acceptance, struggling for a resolution and coming to terms. The majority of participants 
experienced a feeling of spiritual strengthening or spiritual awakening as they came to 
terms with their fertility problem in their journey. Although infertile women mostly 
worked through this process in a coordinated fashion, variations in the process happened 
because of different orientations towards religion.
Conclusion: I argue that such a theory contributes to a greater understanding of the 
experience of infertility in a religious and spiritual context. It represents an initial attempt 
to conceptualize this experience and further studies are needed to validate this initial 
substantive theory, both in order to better understand religious and spiritual dimensions 
of infertility and to formalize this theory by testing it in other relevant areas.
Key words: Infertility, religion, spirituality, feminist grounded theory
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Preface
Being brought up in a strong religious family and being taught religious beliefs and 
rituals under training of a theologian father made religion and spirituality a central part of 
my life. It gave me a particular worldview and specific religious identity which 
influenced my looking towards all life issues. I have always been curious about religion 
and the impact that it may have on different phenomena from my childhood. I had seen 
religious scholars and clergies who were calm and peaceful. I had understood them as 
people who looked different and looked to the world differently. I liked to discover the 
mystery of calmness and peace embedded in religious and spiritual beliefs.
When I started my education at university I appreciated religious issues more, but I was 
keen to measure the impact of religion in an empirical way. I conducted some research 
projects on religious recommendations in my field of specialty. One of those was to 
investigate the impact of listening to the Koran verses on labour pain relief in women 
who were in their fist stage of labour. My assumption was that listening to the Koran 
gives people peace, which I had heard from religious scholars. In this experiment we 
found that the experimental group who listened to the Koran’s verses during their labour 
experienced less pain compared with the control group. The other research project that I 
carried out was studying the impact of eating dates in comparison with oxytocin for 
managing postpartum haemorrhage. The underpinning thought for this research was a 
Hadith from Prophet Mohammad (peace be upon him) who highly recommended women 
to have dates immediately after giving birth. We found that the amount of postpartum 
bleeding in the experimental group who received 50 mg of dates after delivery was 
significantly lower than the control group who were managed by 10 unit intramuscular 
oxytocin. Also I supervised a study on knowledge and attitudes of pregnant women 
regarding religious advice and recommendations for pregnant women.
But my PhD research project topic and my interest to explore the experiences of 
infertility in a religious context was influenced by other factors, in addition to my internal 
motivation and personal eagerness to discover religious issues. One of these was my
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familiarity with infertility issues from my childhood, as two of my close relatives 
struggled with infertility and I viewed all their harassment, desperation and anxiety 
following infertility investigations and treatments for a long time. Moreover, I had two 
close friends who challenged fertility problem and they shared their grief and pain with 
me. Approaching infertile women in my professional field as a midwife lecturer and 
midwife researcher led me to have continuous approach with all challenges of this 
vulnerable group. In this long period of time, I had also become conscious that religion 
and spirituality may affect the ways of handling infertility. I had seen employing religious 
coping strategies to deal with fertility issues by infertile women who were strong 
believers and this made me interested to explore the experience of infertility in a wider 
religious context and a bigger ethnic mixture using a qualitative approach, which was 
feasible in multifaith/ multiethnic society of the UK. The dearth of literature in this 
ground, which I realised after the literature review, was another factor which enhanced 
my seriousness to conduct this study and the time that my supervisors showed their 
satisfaction with this topic was a great occasion in my PhD journey.
With respect to adopting a naturalistic approach as my research paradigm, I would say 
that I had planned to explore the experiences of infertility in a religious/ spiritual context 
and I was aware that this is an area of study which little is yet known. In such 
circumstances qualitative methods were more appropriate to open up this new field of 
study in order to gain novel and original perspectives and to identify and conceptualise 
this salient issue (Fitzpatric & Balton 1994; Strauss & Corbin 1990). Strauss & Corbin 
(1990) have argued that qualitative inquiry is a fit methodology to investigate some areas 
of study like people’s experience related to a phenomenon such as illness or religious 
conversion. Furthermore, religion is now recognized as a multidimensional construct 
including beliefs, attitudes, values, behaviours and experiences (Levin 1995; Pargament 
1999 cited in Chatter, 2000: 348). Therefore, it seemed that using qualitative approach 
could provide in-depth information on the intricate details of the phenomenon under 
study which was difficult to achieve through quantitative methods.
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In relation to adopt a methodology I knew that in any research the researcher needs to 
align his or her perspective with a philosophy, which will underpin the assumptions of a 
study. In other words, as Lincoln & Guba (1994) pointed out, the research should be 
guided by a set of “basic beliefs”. After studying a lot of books and doing relevant 
courses I decided to select feminist grounded theory as my methodology. The reason for 
selecting a grounded theory approach was that infertility has been recognised as a 
psychosocial problem for a long time (Sewpaul 1999) and the grounded theory approach 
is a qualitative methodology that uses a systematic set of procedures to develop an 
inductively derived grounded theory about a social or psychological phenomenon 
(Strauss & Corbin 1998). The other reason was that this study aimed to look for the 
religious and spiritual beliefs and practices of infertile women in their natural life and one 
of the purposes of grounded theory is to provide an in-depth fashion of the beliefs, 
attitudes, practices and behaviours of individuals or groups as they normally function in 
their real life (Chenitz and Swanson 1986). The reason for applying a feminist 
perspective to this approach was that infertility is a woman’s issue, and fertility is 
deemed as a central concept for the majority of women cross-culturally. Hence, using a 
feminist perspective could clarify the complex nature of infertile women’s world. Such 
research can point the way towards improved assessment and intervention that could be a 
basis for significant changes in infertile women’s care and for the resolution of many 
health problems of this vulnerable group (Travis & Compton 2001). I have discussed all 
my viewpoints in this regard in the methodology chapter (P. 94).
In relation to the sampling, having applied a feminist perspective to grounded theory as 
my methodology, I was conscious that feminists affirm the belief that diversified samples 
improve research quality by allowing more precise conceptualization (Reinharz 1992). I 
was also aware that this is a critical point to develop a theory in a grounded theory study 
as well. I knew that feminist analysis seeks to understand the commonalities and the 
differences in women’s experiences considering diversities in age, class, race, ethnicity 
and beliefs (Reinharz 1992). This was again an ideal for my grounded theory approach. 
To select diverse sample in order to provide the excellence of my feminist grounded 
theory study, I planned to recruit the participants from two fertility clinics in the UK
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which were the two largest clinics in the country that admitted a large number of patients 
from different social classes, religious and ethnic backgrounds. Some participants were 
also recruited from an Infertility Research Centre in Iran, which was the largest infertility 
centre in the East of Iran. The reason was to include Shi’a Muslims who were the 
minority group of Muslims in the UK and whose views and practices on infertility 
treatment, particularly in relation to reproductive technologies were different to Sunni 
Muslims. So it seemed that gaining insight into the diverse experiences of infertile 
women using this strategy was more achievable.
But I have to say what I have presented in this monograph is the outcome of my journey 
exploring the understandings, perceptions, experiences and adopted strategies by a 
reasonable number of religious/ spiritual infertile women and some non-religious 
participants in confrontation with infertility. My intention for including non-religious 
participants was to compare those women’s views with religious/ spiritual participants. I 
did not expect to be able to recruit the identical number of non-religious and religious/ 
spiritual infertile women; because it is obvious that a research on religious issues was not 
attractive for non-religious people to participate. For this reason, I did not include 
exploring the experiences of non-religious perspectives in my research objectives. But I 
decided to include them in the study if they were interested. In addition, I thought that 
including non-religious outlooks in my study raises its strength and enhances its 
originality, because the majority of religious studies have tried to just focus on religious 
people, ignoring non-religious viewpoints as an index for comparison with religious/ 
spiritual perspectives. To recognize the religious/ spiritual affiliation I decided to design a 
short questionnaire to obtain women’s demographic information. I intended to just rely 
on participants’ self- report for labelling them as religious or non-religious. Additionally, 
to determine the level of religiosity/ spirituality of the participants I decided to design a 
qualitative tool. But then I realised that using this tool solely seemed equivocal and 
misleading, as religiosity/ spirituality is a multifaceted concept. I have discussed this 
issue in detail in chapter 6 (P. 162).
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At the end, I should say that through my long-term journey of concurrent data collection 
and data analysis, which lasted more than two years, I was unable to distinguish the 
actual boundaries between religious and non-religious perspectives. Likewise, I was 
unable to determine the level of religiosity and spirituality of the religious/ spiritual 
participants. I acknowledge that religion and spirituality are multidimensional concepts 
which can be presented in different ways. Additionally, they are absolutely personal, 
secret and sensitive issues for the majority of people. Hence, I attempted to argue the 
similarities and differences between religious participants and also religious and non­
religious participants generally. Furthermore, I endeavoured to support all my 
interpretations by participants’ expressions through giving representative quotes. I would 
say that my all interpretations and conceptualizations of data somehow was affected by 
my religious upbringing, my frame of reference, my belief set and my assumptions, 
which I presented here, as a believer and as a professional. But I tried to maintain the 
rigour of my study and to be thorough and explicit through validating all steps of my 
analysis from transcribing, coding, categorizing, writing descriptive and analytical 
memos to developing a theoretical scheme by seeking my supervisors’ comments and 
feedbacks, and also through discussing the findings with my peers. Further discussion in 
this relation can be found in chapter 6 (P. 159- 164).
In conclusion, to illuminate how religious faiths and/or spiritual beliefs affect women’s 
experiences of infertility the thesis has drawn on a range of sources, which have been 
scrutinised with some skill and care. A case was very strongly made about how there is 
limited research on the impact of religiosity and spirituality on experience of infertile 
women. Through a thorough literature review a strong case was made about the gaps in 
knowledge and the rationale for conducting this study. Considering the fact that little 
attention is paid to psychosocial and ethical consequences of infertility, which is even 
recognized by WHO, the contribution of this thesis is very important to debate and policy 
formation.
The literature review also made a strong case about the diversity of view in different 
religions about this issue, especially within Islam by Islamic scholars. This together with
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personal experiences of the author as a practising Muslim also makes the thesis an 
important contribution to knowledge.
With respect to methodology, this is the first study which has taken the feminist grounded 
theory as research methodology and has generated a theory regarding the.impact of 
religion / spirituality on the experiences of infertility. Through grounded theory and 
detailed empirical work I have reflected upon the day to day life of a number of infertile 
women and have examined their beliefs, attitudes, practices and behaviour of individual 
as well as groups of women. This, therefore, also makes the contribution of the thesis 
important to knowledge.
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1.1. Introduction
In this chapter I provide a brief overview of my study, in which I explored the experience 
of infertile women in a religious and spiritual context in order to gain insight into how 
religious faiths and/ or spiritual beliefs influence women’s experiences of infertility and 
how these beliefs affect the strategies infertile women may adopt to handle their fertility 
problem. I also endeavour to give this overview through presenting a summary of the 
chapters of this thesis. In chapter two I elaborate the aims, objectives, research questions 
and background of the study. In chapter three I review the relevant literature to the topic. 
The chosen methodology and the adopted method for this study are illustrated in chapters 
four and five. In chapter six I elaborate the process of analysis. The findings of the study 
are discussed in two parts in chapter seven. I provide a final discussion offering my 
original contributions to the literature and conclude the study highlighting the 
implications for practice and policy.
1.2. Chapter two: Background of the study
Despite the growing body of literature that has focused on medical, psychological, social, 
and cultural consequences of infertility, issues such as religious and spiritual dimensions 
of infertility have received little attention. In chapter two I try to show the importance of 
addressing spiritual issues in health care and the necessity of incorporation of spirituality 
in holistic care of infertile women which is being neglected. I also highlight the 
significance of spirituality for patients and the importance of health professionals’ 
awareness of the religious/ spiritual women’s conceptualization of their illness. I 
conclude with the requirement of conducting a research on religious and spiritual 
dimensions of infertility.
1.3. Chapter three: Review of the literature
In chapter three I demonstrate the literature which I reviewed in my initial and 
subsequent literature review. The initial literature review gave me the ability to provide a 
rationale for doing my research and to be aware of the gaps in the knowledge 
(Hutchinson 1993). The second literature review directed my theoretical sampling (by 
obtaining ideas about the situations which helped me to uncover phenomena important to 
the development of the theory (Strauss and Corbin, 1990). My final literature review
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helped me to confirm the validity of my findings (Strauss and Corbin, 1990). I start the 
review with discussing pronatalism (i.e. encouraging parenthood for all) and then 
addressing infertility as a multidimensional experience. A brief discussion on the 
emotional responses to infertility and also social implications of infertility are presented 
later. The review proceeds with demonstration of the marital experience and gender 
issues of infertility. It will then focus on the emergence of religious and spiritual care as 
one aspect of the holistic care of infertile couples, the meaning of religion and 
spirituality, the evolution of research on religion/ spirituality and health, the mechanisms 
through which religion/ spirituality affects health and the critiques on this matter. 
Religious coping, different religions’ perspectives on infertility and also reproductive 
technologies will be subsequently discussed. I discuss the previous research on religion 
and infertility and criticize them later and conclude the chapter with discussion on 
different gaps which I found in literature and the rationale for conducting this study.
1.4. Chapter four: Methodology
In chapter four I start with qualitative paradigm and different methodologies which are 
used in naturalistic inquiries as an introduction to the methodology chapter. Then I 
discuss feminism from a broad perspective and describe briefly its origins, epistemoiogy, 
methodology and method. I also elaborate the rigour and refiexivity in feminist research 
and present a brief critique on feminist research as cited in feminist research literature. 
Then I argue different schools of feminism, the particular expression of feminisms, i.e., 
Islamic feminisms which I, as a Muslim female researcher have chosen, and my 
viewpoint on Islamic feminisms. The application of feminism in women’s health and also 
infertility are the next parts of discussion. Then I present my critiques on feminism and 
the rationale for using feminism for the study of infertile women’s experiences. The 
chapter proceeds by discussion on grounded theory and its theoretical perspectives, and 
also its practical issues including literature review, theoretical sampling, rigour, and data 
analysis. At the end of the section, I illustrate a debate on comparison between Glaser and 
Strauss and a rationale for using grounded theory in general and Straussian mode of 
grounded theory in particular. The next part of the chapter has been allocated to an 
argument regarding feminist grounded theory, a methodology which although has 
previously been used in women’s health research, but was applied for the first time in this
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research as methodology to study religious and spiritual dimensions of infertility. Then I 
elucidate the evolution of feminist grounded theory with respect to the congruencies and 
tensions between feminist research and grounded theory study. Finally, the chapter is 
concluded by presenting a rationale for using feminist grounded theory as a methodology 
for undertaking the current research study.
1.5. Chapter five: Method
In this chapter I firstly describe the setting of study and the reasons for choosing those 
settings. Then the criteria for selecting the participants are discussed and a profile of 
participants recruited in this study is presented. I explain sampling and the process of 
recruitment later. Then data sources and the process of data collection and the challenges 
which I had, as a researcher, in this process are discussed. I finally elaborate the process 
of data analysis, the ethical considerations and the strategies which I adopted in my study 
to maintain rigour.
1.6. Chapter six: The process of analysis
In this chapter I elaborate the process of my analysis in a step by step fashion and explain 
what I experienced during the long period of my analytical journey. I start with issues 
related to transcribing and then initial steps of coding, i.e., open coding. Then I go 
forward with axial coding and paradigm model. Selective coding is the next discussion in 
which I describe how I integrated the categories, identified the core category and basic 
social process and did coding for process and refining the theory. I also explain the types 
of memos and diagrams that I provided through the stages of analyzing data. At the end 
of this chapter I discuss the issues related to my refiexivity in the process of data analysis
1.7. Chapter seven: Discussing the findings
In chapter seven I present the findings of this study in two parts. In part one, in order to 
providing an overview of the whole findings, the emerged theory of “relying on a higher 
being” and its four inter-related stages are presented in brief. Moreover, the other 
elements of the theory including conditions (causal, contextual and intervening) which 
affected the action/ interaction strategies and the consequences of these strategies are 
discussed. In part two I present four sequential stages of the substantive theory including 
1) encountering the problem 2) challenging acceptance 3) struggling for a resolution and
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4) coming to terms, as a process, in detail. For a more detailed explanation and account of 
the findings and also to maintain rigor and transparency, I use excerpts of transcripts to 
illustrate and substantiate most of the findings. Also I endeavour to highlight the 
congruencies of findings with and their divergences from literature.
1.8. Chapter nine: Final discussion and conclusion
In this chapter, I introduce my feminist grounded theory study in brief and then review 
and discuss the evolved theory of “relying on a higher being” and its four inter-related 
stages. In each stage, I try to give an overview of what I have found and then review the 
relevant literature and at the end discuss the contribution that these findings have to 
infertility literature. Then I discuss the strengths and limitations of the study. At the end, 
the implications for practice, legislators and policy makers are discussed and directions 
for future research are presented.
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2.1. Statement of the research problem
Infertility can be a complex life-crisis which may last for many years and infertile women 
may suffer from impaired cognitive status, multiple losses, grief, and role failure 
(Gonzales 2000; Lalos 1999; Menning 1980; Merrari et al. 2002; Olshansky 1987; 
Sandelowski & Pollock 1986; Sherrod 2004; Whiteford & Gonzalez 1995). It can be 
accompanied by huge personal, marital, social, cultural, emotional, and medical 
implications. But it is not a disfiguring, life-threatening or fatal condition. As a 
consequence, society frequently neglects the concerns of infertile women. I, as a 
professional midwife who have the experience of approaching infertile women, not only 
in the professional field but also my close relatives and friends, argue that they need to be 
cared for holistically by an experienced multidisciplinary team. Holistic care considers 
psychological, social, cultural and religious/ spiritual needs of individuals and the 
significance of religious/ spiritual aspect of care in holistic approach must not be 
underestimated. Using religious/ spiritual coping strategies may assist infertile women to 
find meaning, purpose and hope which may nurture them in their suffering\
Research to date has focused predominantly on medical, psychological, social and, with 
less attention on cultural aspects of infertility; while issues like religious and spiritual 
dimensions of infertility have received very little scrutiny. This exploratory study 
examined these broad questions: how do religion and spirituality inform infertile 
women’s efforts to construct meanings about the adverse effects of infertility and how do 
religious faiths and/or spiritual beliefs affect the coping strategies of this population.
2.2. Research Aims
The aims of this study are:
1. To illuminate the experiences of infertile women
2. To gain insight into how religious and spiritual beliefs influence women’s 
experiences of infertility
 ^ I acknowledge that there are women who do not suffer from infertility, as they are able to cope with it and 
to get on with their life. Obviously women have different worldviews and approaches to fertility and 
infertility. This important issue will be discussed in more detail in page 37.
23
Robab Latifnejad Roudsari Chapter 2: Background o f the study
3. To illuminate the attempts made by infertile women to deal with different aspects 
of infertility
2.3. Research objectives
This study seeks to achieve the following objectives:
1. To understand psychological issues surrounding infertility from the perspective of 
infertile women^
2. To explore the concerns and experiences related to infertility in a socio-cultural 
context
3. To find out the experience of infertile women in the process of investigation and 
treatment
4. To describe how psychosocial issues of infertility are experienced by infertile 
women with different religious faiths and/or spiritual beliefs
5. To discover how religious faiths and/or spiritual beliefs affect the way that 
infertile women cope with their psychosocial problems
6. To investigate how religious authorities affect infertile women’s decision making 
for treatment
7. To develop a theory about the impact of religiosity and or spirituality on 
experiences of infertility
2.4. Research questions
The following questions will be answered in this study:
1. What emotional or psychological problems are experienced by infertile women?
2. What problems and concerns associated with infertility are perceived by infertile 
women in their socio-cultural context?
3. What are the coping strategies used by infertile women to overcome their 
psychosocial problems?
 ^ Application of the term “women” in this study may raise the criticism of social scientists. They are 
critical of category of “women”. I acknowledge that women are diverse and not one homogenous category. 
They are diverse in terms of age, social class, education, marital status, ethnicity, religion and beliefs. To 
deal with all these diversities in this study a short questionnaire to obtain demographics has been designed.
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4. How do infertile women describe their marital and sexual satisfaction?
5. How do infertile women describe their experience of investigations and treatment 
procedures?
6. Are the overall experiences of all women the same regardless of affiliation with a 
particular religious and/ or spiritual group?
7. What religious and/ or spiritual activities are infertile women involved in?
8. What are the positive or negative religious and/ or spiritual coping methods which 
infertile women apply to adapting with the hardships of life?
2-5. Definition of key terms
As religion and spirituality may be used interchangeably in the research, it is worthwhile 
that I refer to the definitions of religion and spirituality in this study. But I acknowledge 
that I have held the view of Miller & Thoresen (2003) who have argued that religiousness 
and spirituality are multidimensional constructs, so their equating or separating is 
problematic. I have not recognised any distinction between religion and spirituality in this 
study and treated them as the same general concept. I have relied on the self-report of 
study participants in terms of their religiosity and spirituality.
Religion
Religion is a particular doctrinal framework which guides sacred beliefs and practices 
about a higher power or God. It is a system of beliefs and practices that structure how 
people worship (Tanyi 2002; Stuckey 2001).
Spirituality
Spirituality refers to beliefs and practices that connect people with sacred and meaningful 
entities beyond themselves. These beliefs and practices often create a relationship with a 
supreme power which gives meaning and purpose to life (Stuckey 2001). Spirituality may 
be expressed religiously or humanistically, but within both contexts ‘personhood’ 
(including values and beliefs) and ‘relationships’ (with self, others and God) are the 
central concepts (Wright 2002).
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2.6. Background of the study
Infertility is defined as the inability to conceive after one year of timely unprotected 
intercourse or the inability to carry a live pregnancy to birth (Aronson 2000). Worldwide, 
between 8 and 12 percent of couples suffer from infertility or the inability to conceive a 
child at some point during their reproductive lives (Reproductive Health Outlook 2003). 
The prevalence of infertility is around 14% in European countries, affecting one in seven 
couples in the UK [National Collaborating Centre for Women's and Children's Health 
2004].
As the desire to have a child has been said to be one of the strongest emotions that people 
experience, it is not surprising that infertility has been considered to be life’s worst 
experience by those who suffer from it (Greil et al. 1997). It touches all aspects of a 
person’s life and impacts on the way individuals feel about themselves, their 
relationships, and their life perspective (Hart 2002). For some, the experiences of 
infertility are so debilitating that they impair their ability to utilize available and 
appropriate resources. Infertility is ranked as one of the greatest sources of stress in a 
person’s life comparable to cancer, and its stress is ranked as second to that involving the 
death of a family member or divorce by couples (Baram 1988; Domar et a/. 1993)
In many societies parenthood is central to most people’s identities and children provide 
core life meaning, social support, social integration and in their adultness social 
assistance (Thoits 1992). Infertility is an unwelcome interruption for those whom 
parenthood is viewed as a key identity. Such disruption of identity will lead to higher 
levels of stress (McQuillan et al 2003). So infertility is not solely a medical problem. 
The psychological consequences of infertility have been extensively studied and the 
occurrence of stress, anxiety, depression, hopelessness, guilt and marital difficulties, as 
well as other symptoms, has been reported. These problems are due to stressful nature of 
the treatment, fear of treatment failure as well as the inability to conceive (Golombok 
1992).
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Although a great deal of effort has been made to provide professional counselling to meet 
any medical, psychosocial and emotional needs of infertile individuals, but still their 
psychosocial needs have been less adequately met (Bliss 1999). The guidelines for 
counselling in infertility which have been discussed and written through collaboration of 
many countries (UK, Germany, Spain, Belgium, Switzerland and New Zealand) is one of 
the latest attempts (Boivin et al. 2001). This guideline is intended for both medical and 
health professionals to maintain good psychosocial care for infertile couples. The 
guideline is presented in six sections and only in section five, which deals exclusively 
with third party reproduction (gamete and embryo donation and surrogacy) discussion is 
included on religious and cultural considerations of using third party reproduction. 
Nothing has been included regarding religious or spiritual needs of the patients in the 
other sections. In a holistic approach to infertile patient care, which is believed to assist 
patients better come to an end with their experiences, all psychological, social, cultural 
and religious/ spiritual needs of individuals should be addressed.
Addressing spiritual issues in health care has been acknowledged by many authors for a 
long time. The declarations of the International College of Nursing (ICN 1973), the 
United Kingdom Council for Nursing, Midwifery and Health Visiting (UKCC 1984) and 
also publications by World Health Organization (Culliford 2002), Health Education 
Authority (1999), the Mental Health Foundation (1999), Department of Health (DOH, 
2001), The Nursing and Midwifery Council (NMC 2004) have all stressed the importance 
of religious and spiritual needs of the patients (Greaseley et al. 2001; Ledger 2005). So it 
seems that the religious and spiritual dimensions should be adequately addressed in 
practice. Considering the high percentage of British believers in the general populations, 
it seems that this issue may be important. Britain has changed to a multi-faith society. 
According to the 2001 Census just over three-quarters of the UK population have a 
religion (71.6% Christian, 2.7% Muslim, 1.0% Hindu, 0.6 % Sikhs, 0.5 Jewish, 0.3 
Buddhist, 0.3 other religions) (Table 1).
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Table 1- The UK population by religion according to April 2001 Census, adapted from 
National Statistics Online 2006
Thousands %
Christian 42079 71.6
Buddhist 152 0.3
Hindu 559 1.0
Jewish 267 0.5
Muslim 1591 2.7
Sikh 336 0.6
Other religion 179 0.3
All reiigions 45163 76.8
No religion 9104 15.5
Not stated 4289 7.3
AH no religion/not stated^ 13626 23.2
Base 58789 100
Market & Opinion Research International (MORI 2003) has reported that three in five 
Britons believe in God and are a member of an organised religion. Twenty four percent 
has spiritual beliefs without affiliation to any organised religion. Agnostics and atheists 
consist of 14% and 12% of the Britain population, respectively (Narayanasamy 2004). 
For this reason, attention to the diversity of clients’ beliefs and reflection on the 
difference between religious and spiritual needs are necessary (Ledger 2005).
In addition, surveys have shown that religion and spirituality are highly valuable for 
many people during their confrontation with crisis, trauma and grief (Weaver et al 2003). 
Weaver points out when a person experiences a loss of control over his or her future, 
questions of meaning and purpose emerge and to respond to the question of “why did it 
happen?” the traumatised person often turns to religion and spirituality. Sewpaul (1999) 
also asserts that people generally turn to religion to explain life circumstances that are 
beyond their control. Patients who are spiritual may use their faiths and beliefs as the 
primary source of coping with crisis, illness, pain and life stresses (Puchalski 2001; 
Weaver et al 1996). Religious beliefs provide people with a strategy to cope with life 
stress and illness (Pargament et al 1998), loneliness and the hardship of life (Carone &
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Barone 2001). Religious beliefs allow people to maintain hope for themselves and loved 
ones and regulate negative emotions when no active coping strategy seems possible 
(Carone & Barone 2001).
On the other hand, many patients would like their caregivers to discuss their spiritual 
beliefs, especially those patients who regularly attend religious services (Puchalski 2001; 
King & Bushweek 1994; Maugans & Wadland 1991). Patients may want to discuss their 
spirituality with their physician and health workers and to use their church group or 
religious organizations for social support and guidance (Puchalski 2001). Sloan (2000) 
questions the generalizability of these studies and states that the degree to which patients 
show their interest in the incorporation of religious matters into medical practice depends 
on the clinical setting, physician’s communication skills, the nature of the physician- 
patient relationship, and the patients’ personalities and characteristics.
Hart (2002) argues that whether an individual’s spiritual frame can be used as a coping 
mechanism is a highly individual issue. He states that faith can either provide a useful 
support or may be severely tested during years of infertility. Similarly, Sewpaul (1999) 
asserts that depending on one’s conception of God and one’s perception of self, religion 
can be a source of strength and/or a source of immense pain and guilt. Most people 
describe going through a transient phase of disappointment in God and a reversal in their 
faith, a normal part of the grief process, as described by Covington (1998). Once they 
move through this phase they are able to maintain religious faith and get strength from it 
(Sewpaul 1999).
In reviewing these debates, it is clear that one of the responsibilities of health 
professionals is to help people to find meaning and acceptance in the midst of suffering. 
As Frankl (1984) writes “Man is not destroyed by suffering; he is destroyed by suffering 
without meaning”. Medical ethicists have reminded us that religion and spirituality form 
the basis of meaning and purpose of many people (Foglio & Brody 1988). Puchalski 
(2001:833 ) states: “spiritual care involves serving the whole person- the physical, 
emotional, social, and spiritual and it is critical that we as the health care provider listen
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to all aspects of our patients’ lives that may affect their decision making and coping 
skills”.
Understanding the depth of experiences could increase the awareness of health service 
planners about the potentially serious psychological and social implications of infertility 
for infertile women (Dyer 2001a). Psychosocial support of infertile women, which is a 
common goal for all health professionals, must be based on this scientific understanding 
of the experience of infertility. It helps health professionals to provide effective care and 
empowers people experiencing infertility to be able to repair their self-esteem and value 
system, reframe their goals, make appropriate decisions, regain the control of their life 
and carry on with a normal and happy life. Moreover, health professionals who are 
providing psychosocial support through counselling interventions must recognise the 
coping strategies which are used by infertile women. They could begin to address 
religious coping in their clinical practice which may be associated with long-term as well 
as short-term implications for patients (Pargment et al. 2004). By identifying and 
addressing religious/ spiritual coping, health care providers can enrich their 
understanding of patients’ conceptualization of health and illness (Pendleton et al. 2002) 
and meet patients’ needs in a fair and non-discriminatory manner, acknowledging the 
differences between believers and non-believers (Ledger 2005); because both believers 
and non-believers in order to meet the demands of illness, may find meaning and purpose 
in illness by using different coping mechanisms (Baldacchino and Draper 2001). 
However, using spiritual coping strategies may enhance self-empowerment of individuals 
to find meaning and purpose in life and achieve a sense of personal wholeness by 
unifying the bio-psycho-social perspectives (Simson 1988). This knowledge will help 
health professionals protect emotional wholeness and integrity of infertile patients.
In the field of care for infertile couples it is important to help both partners to identify and 
articulate their spiritual frame during their lengthy life crisis (Hart 2002). Religious and 
spiritual requirements of infertile patients have not received adequate attention in the 
literature and few studies have been directly conducted in this area (Domar et al. 2005; 
Sewpaul 1999). The literature review revealed that different qualitative studies have been
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carried out regarding infertility but they mostly concentrated on the overall experience of 
infertile women (Dyer et al. 2002; Gerrits 1997; Imeson & McMurray 1996; Papreen et 
al. 2000; Sandelowski & Pollock 1986), especially on assessment of infertility pre and 
post treatment (Blenner 1990; Blenner 1992; Dyer 2002a; Sundby 1996; Yebi 2000).
Some studies about the experience of infertility in different ethnic groups have addressed 
going to sacred places and spiritual healers as an alternative method of infertility 
treatment (Bhatti et al. 1999; Lee & Chu 2001; Papreen et al. 2000; Sundby 1996; Yebi
2000). Domar et al. (2005), in a quantitative study, attempted to measure psychological 
repercussions of infertility. She found that spirituality and religiosity play important roles 
in the psychological health of infertile women. Sewpaul (1999) carried out a study using 
a qualitative approach to understanding the cultural and religious aspects of infertility in 
South Africa in which the religion has been studied in a cultural context and the study 
concentrated more on culture rather than religion itself. In Sewpaul’s (1999) study 
religious beliefs and affiliation were considered as part of people’s cultural beliefs. Greil 
et al. (1989) studied the theodicy of infertile women and men and indicated that one of 
the possible interpretations is that religion is less successful in performing its meaning- 
providing functions than it is thought.
I decided to design a qualitative study, because of this very limited research on the impact 
of religiosity and spirituality on experience of infertile women. To illustrate the 
significance of this topic I would get help from my experience through the process of 
publication of my paper (Latifnejad et al. 2007) entitled "Looking at infertility through 
the lens of religion and spirituality: A review of the literature". It is worthwhile to 
mention that the reactions of the reviewers were fascinating. It is interesting that all three 
reviewers acknowledged the lack of literature in this subject and viewed it very 
important, interesting and useful for publication. They have also been convinced that it 
addresses one of the challenging aspects of the religious and spiritual care of patients 
undergoing fertility treatment. But they criticised the practicality of the issue asking 
different questions like 1) Which health care professionals should be dealing with this 
area 2) How in a busy clinic health professionals have got time to deal with different
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religious beliefs 3) What would patients feel about this? 4) What would staff feel about 
getting involved with patients' religious beliefs? 5) How does increasing secularisation in 
the UK affect patients' care? And 6) Does the professionals own feelings about religion 
interfere with their practice? One of the reviewers even pointed out that it seems to be an 
“unrealistic expectation of the scope of practice” in this situation and it would be useful 
to explore how staff would address training. It seems to me that in such a questioning 
atmosphere even within health professionals themselves, it is logical to study the 
religious and spiritual dimensions of infertility in a scientific and empirical way.
The other evidence which support the importance of this study to be conducted is 
Dutney’s (2007:178) recommendation for future research in his paper entitled: “Religion, 
infertility and assisted reproductive technology”. He has indicated: “little attention has 
been given to the religious dimensions of the experience of infertility, and its 
phenomenology, that there are innumerable questions awaiting research”. At the end of 
his paper, Dutney (2007:179) points out “medical personnel need to take into account the 
religious dimensions of the experience of infertility in the way they care for patients”, 
van Rooij et al (2004: 326) also in a review paper looking at the traditional and religious 
cultural beliefs of Islamic Middle Eastern migrants to the Netherlands about procreation 
in the context of infertility treatment acknowledged that: “no studies have so far focused 
on attitudes of Middle Eastern migrants toward underlying reasons for using artificial 
reproductive technologies (ARTs)”.
To sum up, given the conceptual and empirical limitations of previous research in this 
area, I felt that an important facet of infertility experience is being neglected. So I 
decided to design a study to investigate this critical aspect of infertility experience which 
can open up a useful debate on holistic care of infertile women. The aim of this study was 
to better understand individual, psychological and social experiences, concerns and 
behaviours of infertile women from perspective of diverse religious faiths which have not 
previously been studied in the domain of infertility. In addition, this study attempted to 
understand how infertile women with varied religious and spiritual backgrounds dealt 
with their individual concerns, emotional distress as well as social issues. Infertile women
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without affiliation to any organized religion (either with or without spiritual beliefs) were 
also studied in order to understand the similarities and differences in experiencing and the 
methods of handling infertility issues. As a conclusion, the dearth of research on the 
impact of religiosity and spirituality on experience of infertile women would make the 
contribution of this thesis important to knowledge.
Considering the complexities of psychological and social aspects of infertility, a 
qualitative approach was chosen. The value of qualitative methodologies in the 
evaluation of the psychological implications of infertility has been increasingly 
recognized (Van Balen & Bos 2004). This approach avoids the more rigid format for 
gathering quantitative data, a format which limits the ability of the respondents to reply 
and prevents exploration of unexpected topics (Berg 1994). In qualitative research, the 
researcher focuses on naturally emerging languages and the meanings individuals assign 
to experience (Berg 2004). Strauss & Corbin (1990) argue that efforts to discover 
meaning are best pursued through qualitative analysis. This study used feminist grounded 
theory as methodology, because it allowed the researcher to see women as full members 
of their social, political, economic worlds; to understand women’s experiences from their 
own particular points of view; and finally, to conceptualize women’s behaviour as 
meaningful and as a direct expression of their world view. In taking this perspective, the 
researcher gave voice to the thought and actions of infertile women and established the 
importance of women from a woman-centred perspective (Crooks 2001).
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3.1. Introduction
Having chosen feminist grounded theory as my research methodology, I had a big 
challenge with myself when I started to review the literature in the initial phases of the 
study. I had read in most of the literature on grounded theory that the researcher should 
preferably avoid the literature review prior to commencement of data collection and 
analysis. As Chenitz & Swanson (1986) point out, a grounded theorist should maintain a 
cautious position regarding literature throughout the study, especially in the early stages 
of the research, as consciously or unconsciously his/ her ideas may be affected by what 
he/ she has studied in the literature. Chenitz & Swanson (1986: 44) cite Glaser (1978) 
who indicates that in this situation the researcher may close off analysis and theory 
development.
But as a PhD student and for academic purposes I needed to be aware of studies which 
have been carried out regarding experience of infertility and religion to identify the gaps 
in knowledge and methodologies concerning this phenomenon. I did recognize, however, 
the dearth of knowledge when I did a topic review in the beginning of my PhD 
programme. I did need to identify the intent, scope, nature of content, and type of 
previous research which have been carried out to establish my study’s aims and 
significance (Chenitz & Swanson 1986). For this reason, I conducted an initial review to 
start the study which reviewed the literature on: 1) experience of infertility from religious 
and cultural points of view 2) psychological experience of infertile women 3) social 
experience of infertility 4) religion and spirituality and their impact on mental health 5) 
the perspective of different religions on infertility and reproductive technologies. I 
needed to know about the experience of infertile women in different cultural contexts 
because it seemed to me that religion has an interrelationship with culture and some of 
the religious values and morals, particularly in religious societies, can be accepted as 
cultural principles as well. Obtaining information on perspective of different religions 
regarding infertility and its treatment helped me to be clear about seeking relevant ideas 
in my data collection.
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The initial literature review gave me the ability to provide a rationale for doing my 
research and to be aware of the gaps in the knowledge (Hutchinson 1994) as well as to 
discover the extent of previous knowledge and it guided me to adopt grounded theory as 
an appropriate methodology (McGhee et al. 2007). As the study proceeded and major 
categories and their properties emerged, I reviewed the literature again, while I was 
conducting the data collection and analysis. The purpose of this second literature review 
was to direct my theoretical sampling (by obtaining ideas about the situations which 
helped me to uncover phenomena important to the development of the theory (Strauss 
and Corbin 1990). At this stage some new questions raised in my mind which I asked 
from participants in my forthcoming interviews to provide saturated data for categories. 
Also literature was used as a source of data to verify and elaborate categories (Chenitz & 
Swanson 1986). On the other hand, it stimulated the theoretical sensitivity by providing 
concepts and relationships which were checked out against actual data (Strauss and 
Corbin 1990). Finally, when the analysis was completed, the literature was again 
reviewed. The purpose in this stage was to validate the truthfulness of my findings by 
pointing out how my findings are similar or different from the published literature 
(Strauss and Corbin 1990).
This review starts with discussing pronatalism (i.e. encouraging parenthood for all) and 
then addresses infertility as a multidimensional experience. A brief discussion on the 
emotional responses to infertility and also social implications of infertility are presented 
later. The review proceeds with demonstration of marital experience and gender issues of 
infertility. It will then focus on the emergence of religious and spiritual care as one aspect 
of the holistic care of infertile couples, the meaning of religion and spirituality, the 
evolution of research on religion/ spirituality and health, the mechanisms through which 
religion/ spirituality affects health and the critiques on this matter. Religious coping, 
different religions’ perspectives on infertility and reproductive technologies will also be 
subsequently discussed. It will then explore the previous research on religion and 
infertility and provide a critical evaluation. The chapter concludes with discussion on 
different gaps which I found in the literature and the rationale for conducting this study.
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3.2. Pronatalism: centrality of parenthood within societies
Pronatalism is the attitude that exalts motherhood (and parenthood in general) and 
assumes or encourages parenthood for all (Letherby 1999). Parenthood is perceived in 
most cultures as a central role and therefore, the failure to become parents due to 
infertility causes psychosocial distress (Merari et al. 2002). As a result of accepting a 
cultural construction of gender that defines women in reproductive terms, women who 
fail to produce are stigmatized by their failure, so being childless in a pronatalist society 
means “running against the norm, with all its concomitant sanctions” (Whiteford & 
Gonzalez 1995:28). The majority of women across cultural groups place a high premium 
on being biological mothers (Sewpaul 1999). Pronatalism is endemic in many Western 
societies and having children is widely assumed to be a natural and inevitable part of 
being a woman and motherhood is considered to provide identity for women. It is a 
cultural belief that equates womanhood with motherhood and constructs infertility as 
impairment or failure (Ulrich & Weatherall 2000) and as a consequence of pronatalism in 
many non-Westem societies, infertile women's suffering is exacerbated by strong 
pronatalist social norms mandating motherhood (Dudgeon & Inborn 2004).
Depite this dominant cultural discourse of femininity, women’s diversity and their 
different approaches to fertility and infertility should be considered. Gillespie (2000) has 
argued that although women's social role have historically and traditionally been 
constructed around motherhood, recent studies into women's childbearing intentions have 
revealed an increasing number of women in Western Europe and the United States 
choosing to remain childless. Thus a distinction has emerged between cultural discourses 
on femininity and the experiences of an increasing number of women. Amba & Martinez 
(2006) have indicated that in the last two decades, the United States has had an increase 
in childlessness and first births at older ages. They have reported that voluntary 
childlessness has grown from 1982 (5%) to 1988 (8%), has been stable up to 1995 (9%), 
and has fallen slightly in 2000 (7%). Therefore, through rejecting and resisting discourses 
that equalize femininity with motherhood, childless women create new discourses that 
can subvert and transform constructions of femininity. However, Gillespie (2000) has 
added that despite the emergence of this new discourse, most women in the United States,
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Western Europe and the United Kingdom, continue to become a mother at some time in 
their lives or are encouraged to do so. One of the reasons is that women who do not 
mother either biologically or socially are often stereotyped as either desperate or selfish 
(Letherby 2002). This issue will be discussed in the context of this thesis in page 175.
Religious societies have also accepted pronatalism as a common and dominant concept. 
The reason is that motherhood is highly valued from the perspective of religions. For 
instance, in Christianity procreation of children is considered of vital importance and 
marriage is described as a “beautiful vocation” for a couple to be “fruitful and multiply”. 
This attitude arises from the Bible itself and refers to the words of Rachel who was barren 
and said to the Lord “give me children or else I die” (Schenker 1997). Judaism has 
similarly emphasised procreation which can be understood from the fact that the first 
commandment from God to Adam was: “be fruitful and multiply” This is expressed in a 
Talmudic saying from the second century which says “any man who had no children is 
considered a dead man” (Schenker 1997). Islam also has the same emphasis and views 
motherhood as an honour. The majority of people in Islamic societies believe that 
“heaven lies under the feet of mothers” (Bhatti et al 1999). All these examples 
demonstrate the dominance of pronatilism in religious societies, although I acknowledge 
that not all Muslims, Christians and Jews are the same or think in the same way in 
different secular and religious societies. Movement towards modernization in religious 
societies may lead some of the people in theses societies to overlook religious values and 
ideals.
3.3. Infertility as a multifaceted experience
Infertility is an unwelcome interruption to those who expect parenthood as a key identity 
and activity (McQuillan et al 2003). Parenthood is so central to most people’s identities, 
so that infertile people experience a real and stressful transition to non-parenthood, 
despite the fact that no objective change in social status has occurred (Matthews and 
Matthews 1986). Many infertile couples experience a loss of status and prestige because 
of their inability to become parent (Boxer 1996). The experience of infertility can be 
devastating for the couple desiring a child (Kainz 2001). As the desire to have a child has
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been said to be the strongest emotion that people experience, it is not surprising that 
infertility has been considered to be life’s worst experience by those who suffer from it 
(Greil et al 1997; Dyer 2002a).
Infertility manifests itself as an acute and unanticipated life crisis, because it is 
unanticipated, may be unexplained, and lasts for an indeterminate length of time. It 
creates overwhelming stress and can become a chronic and prolonged crisis, with no 
identifiable onset or solution (Whiteford & Gonzalez 1995). Infertility is viewed as a 
multidimensional experience (Woods et al 1991). It is increasingly being recognised as a 
biopsychosocial problem (Daniels 1993; Sewpaul 1999). It results in a sense of role 
failure with social and emotional consequences for both men and women. This can often 
result in social stigmatisation of the couples and particularly of the women concerned 
(Papreen et al 2000). Psychosocial stress on infertile couples has direct and indirect 
effects that decrease evaluation of life-as-a-whole, self-efficacy, marriage, intimacy and 
health (Dyer et a/.2002a).
Woods (1981) indicates that infertile women describe the impact of infertility on their 
lives in five spheres including their personal life (feeling of being less feminine and 
inadequate as a woman), their relationship with their partner (feeling of letting their 
partners down), their relationships with the family and friends (avoidance of being in the 
family gathering), their commitment to work (changing the career) and relationships with 
the health care system (feeling of invasion to their privacy).
Sandolowski & Pollock (1986) argued that women who are infertile experience three 
elements in their lives: ambiguity, temporality and otherness. Ambiguity is developed due 
to the women’s unawareness of the reason for their infertility, diagnosis and treatment 
and also future fertility and life goals. Temporality is reflected in women’s comments 
about their sensibility of time and the time limits for conceiving and consequences of 
delayed childbirth for themselves and their babies. Otherness refers to the feeling of 
dissociation and detachment of infertile women from society and their descriptions of 
themselves as not fitting in, being left out, not being understood and defective.
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In conclusion, infertility is a multifaceted issue and can be accompanied with individual 
(Olshansk? 1987; Sandelowski & Pollock 1986; Woods 1981), marital (Dyer et al. 
2002b; Hart 2002; Imeson & McMurray 1996; Sundby 1997;), sociocultural (Bhatti et al. 
1999; Dyer et al. 2002b; Gonzales 2000; Greil et al. 1997; Matthews & Matthews 1986; 
Papreen et al. 2000; Whiteford & Gonzalez 1995) and emotional (Bernstein et al. 1992; 
Lalos 1999; Merari et al. 2002; Syme 1997), consequences. These different dimensions 
of experience of infertility are discussed below.
3.4. Infertile women's Identity
Todorova and Cotzeva (2006) indicated that it has become a political decision whether to 
define infertility as an illness or not. The reason for controversy is that infertility is not 
necessarily associated with somatic symptoms and is not visible on the body. They argue 
that people who advocate this notion believe that identification of infertility as illness is 
making the situation pathological which should be normalized. In contrast, the people 
who prefer to identify infertility as an illness intend to acknowledge the suffering of 
infertile people, to encourage the research and development of technologies and also to 
try for insurance coverage of its treatment. Todorova and Cotzeva (2006) conclude that 
undeniably, the experience of infertility is related to definition of “healthy” functioning 
of the body and hence reformulation of identity. Todorova and Cotzeva (2006:124 citing 
Riessman 2003 and Charmaz 1983) argue that an illness provokes the question of “who 
am I now” in the mind and leads to reconceptualization of identity. In terms of identity of 
infertile women, most studies have demonstrated a spoiled identity attached to infertility 
in many sociocultural contexts (Todorova & Cotzeva 2006; Letherby 2002; Greil 1997; 
Olshansky 1987). Todorova and Cotzeva (2006:125 citing van Balen and Inborn 2002), 
argue that it depends on social constructions like the strength of pronatalist discourse in 
the society and also definition of femininity and masculinity. They viewed identity as a 
social and contextual phenomenon dependent on interpersonal interactions and cultural 
meanings.
Todorova and Cotzeva (2006), in their study on Bulgarian society, described infertile 
women’s identity as l)identity as incomplete and absent 2) identity as present but
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separate 3) identity as autonomous agent in the context of searching for treatment 4) 
questioning social and professional identity 5) identity shift through dis/embodiment and 
6) identity as nurtured and nurturing. “Identity as incomplete and absent” denotes 
experiencing themselves, as incomplete or even not being there, and having a sense of 
“emptiness”. “Identity as present but separate” means experiencing themselves as 
different and distant from the others and perception of “abnormality” and 
“defectiveness”. “Identity as autonomous agent in the context of searching for treatment” 
indicates having determination in navigating the difficult treatment processes, mostly 
alone. “Questioning social and professional identity” means inquiring the meaningfulness 
of their own work and or perceived that others were not valuing it. “Identity shift through 
dis/embodiment” signifies on experiencing a sense of depersonalization in medical 
settings and “identity as nurtured and nurturing” implies allowing themselves to be 
nurtured by husband, relatives or medical team just for a limited time and then very 
quickly turn back to a description of their own problem-solving strategies and 
experiencing determination and self-reliance). Todorova and Cotzeva (2006) conclude 
that the identity of childlessness diffuse into other aspects of the women’s identity such 
as social and professional world.
Olshansky (1987), likewise in her study on infertile women, found that infertile people’s 
self is conceptualized as being composed of multiple identities. These identities are 
dynamic and constantly shifting their position within the self. She stated that some 
identities take on a central and others take on a peripheral position. Additionally, these 
positions can and do change in different circumstances. Olshanky (1987) emphasized that 
infertile women go through a process of “taking on” an identity of self as infertile. In this 
process, they initially make this identity central and infertility becomes the central focus 
in their lives; other important identities like identity as spouse, friend or career are pushed 
to the periphery. But eventually they attempt to “shed” or “push” this identity to the 
periphery and “get on with their lives”. Olshansky (1987) similar to Todorova and 
Cotzeva (2006) argue that this process is greatly influenced by biological, sociocultural, 
and psychological processes in infertile women’s lives. As a result many variations occur 
because of individual experiences, strategies adopted and consequences experienced.
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3.5. Emotional responses to infertility
Infertility according to many authors has been viewed as a crisis (Lalos 1999). When a 
couple become aware of their inability to conceive, an emotional crisis may occur (Lalos
1999). Menning (1980:314) argues that “infertility is a complex life-crisis, 
psychologically threatening and emotionally stressful”. A crisis is associated with 
psychological stress and behavioural changes and, as Caplan (1964) indicates, has four 
main phases including shock (e.g. denial), reaction (e.g. anger, depression), adaptation 
(e.g. acceptance) and resolution (planning and solution). But the crisis of infertility is 
different to other general crises, as bad news within the period of investigation and 
treatment leads to infertile couples remaining in the phase of reaction and prevents them 
from adaptation or resolution (Menning 1980; Lalos 1999).
Syme (1997) has also described the various phases that infertile couples go through when 
they are undergoing treatment including “numbness” (the period of dissociation, difficult 
concentration and problems with memory), “yearning” (feeling of being alone, jealousy, 
anger and the feeling of regret about marrying their spouse), “disorganization and 
despair” (feeling of remaining alone due to limited social activities associated with 
feelings of helplessness and hopelessness) and “reorganization” (acceptance and 
reordering of the life events to a state of equilibrium) which is the final phase.
Valentine (1986) explains that infertility is accompanied by behavioural consequences 
like disorganization, distractibility, unpredictability, exhaustion and fatigue, moodiness 
and obsessive behaviours and thought which make infertility as a crisis. Valentine 
(1986:64) indicates that “the period of disorganization is frequently followed by a painful 
preoccupation with the critical event” which some patients describe as “obsession with 
infertility” and gradually reintegrate or return to equilibrium.
Menning (1980) elaborates that the feelings of infertile couple vary in order and intensity 
but most infertile couples have the same order of feelings. Their first reaction is as shock 
and surprise which is a response to discovery of the fertility problem. Denial is the next 
reaction, particularly when the initial tests reveal an incurable problem in one of the
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partners. Despite many years involuntary childlessness, they refuse to apply the label of 
‘infertile’ to themselves. Denial is followed by anger which is a predictable answer to 
loss of control. Infertile couples have feelings of helplessness, embarrassment and 
inconvenience even if they receive the best kind of patient-medical team communication 
and sympathy. Anger may be normal after assault by social pressure to “produce” and 
having faced the pain, annoyance and humiliation of infertility investigations and 
treatments. According to Menning (1980) the later feeling of infertile couple is isolation 
as they may keep their infertility secret, because they do not wish to be “objects of pity” 
or afraid receiving “unsolicited advice based on myths and superstitions”. In the next step 
the infertile couples have feelings of guilt. They search their past histories to find out a 
guilty deed for which they are being punished. Grief appears when infertile couples lose 
their all hope for pregnancy and childbirth. It might be preceded by a period of 
depression. Resolution is the last stage in the journey of infertile couple. Bernstein 
(1992) states that learning to accept infertility is not achieved easily. For this reason, 
there is a remarkable variation in terms of time span of the resolution process, i.e. some 
infertile women adjust to a childless life or adopt a child and no more continue looking 
for medical remedies; conversely some others try any kind of investigation and treatment 
at various fertility centres and consume lots of financial and also emotional resources.
One of the important factors which affect the psychological functioning of the infertile 
couples is investigative procedures both in terms of the anxiety generated by having to 
undergo the procedures and concern about the diagnosis. Women’s fear of the 
requirement for further operations and that negative results may lead their husbands or 
relatives to devalue them for being unable to fulfil their roles as women (Edelmann & 
Connolly 1986).
As a whole, both male and female infertile couples express a variety of emotional 
responses including sorrow, depression, inadequacy, jealousy, guilt and anger (Imeson & 
McMurray, 1996). All women verbalize intense emotion when they talk about their 
childlessness. “Burning pain”, anger, deep sadness, bitterness, guilt, loneliness and 
desperation are feelings which are frequently described by infertile women. Some women
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refer to “bum out” and “break down” which they experience because of childlessness 
(Dyer et al. 2002a). Infertility may involve stressful feelings of loss relating to self­
esteem, loss of body integrity, loss of family continuity, loss of a life goal, loss of control 
over one’s body, loss of comfort in friendship and family relationships and loss of 
childbearing experiences (Merari et al. 2002; Olshansky 1987; Syme 1997; Valentine 
1986).
3.6. Infertility in the social context
Greil et al. (1997) in a critical review of infertility literature found that the psychological 
literature shows little regarding social aspects of infertility. They often address individual 
traits instead of social situations which can affect the experience of infertility (Matthews 
1986; Gonzalez 2000). Infertile women commonly suffer from negative social 
consequences like stigmatisation, ostracism, alienation, isolation, feeling of shame, de­
valued, failure, neglect, abuse and also economic deprivation (Dyer et al. 2002a; 
Gonzalez 2000; Papreen et al. 2000; Whiteford & Gonzalez 1995). Whiteford & 
Gonzalez (1995:30) indicates that “attribution of a stigmatizing characteristic de-values 
the individual’s sense of self’. It results in feeling of imperfections and a “spoiled 
identity”. In some cases the level of abuse is high enough to push a woman to suicide 
(Dyer et al. 2000; Papreen et al. 2002).
Those infertile women who have feelings of failure to fulfil a societal norm are exposed 
to destmction of their personal identity, self-concept and body image. These threats can 
be experienced as feelings of powerless, stigma, alienation (Gonzalez 2000). Whiteford 
& Gonzalez (1995) points out that this is particularly the case in pronatalist societies in 
which the only external demonstration of infertility is not having children. Sandelwoski 
& Pollock (1986) states that infertile women use social comparisons. They compare 
themselves with other fertile and infertile relatives, friends, and “idealized types” in an 
effort to establish how they are the same or different from them. Many of these women 
find no comfort in looking around and discovering that they are the “only one without 
children”.
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According to Imeson & McMurray (1996) one of the most difficult things that infertile 
couples have to struggle with is the social pressure to have children. With each 
unsuccessful attempt they feel isolated from the family and friends with children. As a 
result, some infertile couples isolate themselves from social activities due to fear of being 
confronted with pregnant women or of hearing alienating remarks. They have a sense of 
“strained social interaction” and they have to have a smiling face when they confront 
other pregnant women (Sandelwoski & Pollock 1986). Blenner (1992) states that infertile 
women even prefer to be separated from obstetric patients as being confronted with 
pregnant women is very upsetting and makes them “feel inadequate”.
Many infertile couples complain that fertile friends and relatives cannot sympathize with 
them (Blenner 1989). Furthermore, as Imeson & McMurray (1996) argue avoidance of 
family members for opening discussion on experience of their pregnancy or disclosing a 
pregnancy of one of the friends or relatives leads to “feelings of isolation, exclusion and 
being different”. For this reason, most of them feel they require having communication 
with infertile couples and infertility support group to be able to share and express their 
feelings (Blenner 1990). Furthermore, the secrecy surrounding reproductive behaviours 
makes women reluctant to talk about infertility. They refrain to talk about infertility with 
family members, friends or colleagues (Whiteford & Gonzalez 1995). They fear any 
discussion may lead to advice based on myths such as “be relaxed”, “adopt” or “take a 
holiday”. They have difficulty to share their sorrows (Imeson & McMurray 1996). 
Whiteford & Gonzalez (1995) indicate that they are reluctant to talk even with their 
husbands and struggle to overcome the condition on their own. They suffer in silence, 
and expect that “their hidden burden will stay hidden” (Whiteford & Gonzalez 1995).
Some infertile women are divorced due to the fact that they can not give a child to their 
husbands (Geritts 1997). As Bhatti et al (1999) state, their distress depends on the social 
support which they gain from their husband, in-laws, natal families and friends. In 
traditional societies like Bangladesh, because of stigma attached to infertility, infertile 
women face problem both in their in-laws and their own parents’ houses; because it is
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considered a misfortune if a woman returns to her parents after marriage or after divorce 
for whatever reason, especially childlessness (Papreen et al. 2000).
In some developing countries infertile women face social rejection and marginalisation. 
For instance, they are excluded from important social events, festivals and ceremonies 
(Gerrits 1997). People look at them with hate and dislike and are afraid to allow their 
children to touch them, because they believe that infertile women can cause others 
misfortune (Papreen et al. 2000). Deprivation of their husband’s property is another 
social consequence of infertility in these countries (Dyer 2000). Yebie (2000) also points 
out that social security and inheritance in Ghanaian culture depends on children. Papreen 
et al. (2000) in their study on infertile women in Bangladesh reports the same meaning 
and states that children are considered as the light of the families and childlessness is 
regarded as failure of the family and will have psychological and social implications for 
both men and women, although women in particular are under more pressure and clearly 
bear the greatest burden of infertility.
For many women the psychological and social implications of infertility are accompanied 
by a lack of support and the reason might be the secrecy associated with infertility. Some 
women to avoid being labelled as infertile pretend that they did not wish to conceive 
(Dyer 2002). Sometimes this secrecy affects their health-seeking behaviour. In this case, 
women are so devastated by their infertility that they never seek treatment and prefer to 
remain childless. Conversely, some other may “obsessively” seek treatment (Becker & 
Nachtigall 1994; Bhatti et al. 1999).
3,7. Marital experience of infertility
In addition to negative emotional and social implications of infertility, infertility presents 
as an ongoing developmental crisis for couples’ relationships. It could be associated with 
specific dilemmas including disrupted sexual life, and overall increased marital tension 
(Hart 2002). Infertility can affect the sexual relationships of the couples. Many infertile 
couples complain that their sexual relationship is dominated by “scheduled” or 
“monitored” sex. Sex is mechanical and as a means of procreation rather than the 
outcome of a loving relationship (Imeson & McMurray 1996). Some infertile women
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believe that infertility treatment causes a further strain on their sexual life. Sexual 
dysfunction may be another result of conception difficulties. Vaginismus may occur in
k
some women only during the ovulatory period, when anxiety about success or failure of 
conceiving is high. Some infertile men may also have some problems in achieving or 
maintaining erection and competent ejaculation (Schmidt 1998). Sexual urgency around 
ovulation may also interfere with wife’s attainment of orgasm in some cases. Sex 
performed on demand is very different to recreational sex. Additionally, some males and 
females may share feelings of shame at the day of post-coital examination (Blenner 
1990).
Many women feel that infertility poses a serious threat to their relationships and are 
deeply concerned about this (Dyer et al 2002). Hart (2002) states that the partner who 
owns the causal factor of infertility fears of being rejected by the fertile spouse; 
especially this fear is intensified when they are confronted with a treatment failure. 
Sundby (1996) and Dyre et al (2000) have emphasised that infertility can be a source of 
marital instability and expressed as abandonment and divorce which is more an urban 
phenomenon. It can be seen as polygamy which is mostly popular in rural areas. Papreen 
et al (2000:38) cites Lutfun (1997) who reported childlessness as a significant risk factor 
for divorce in rural populations of Bangladesh. It seems that not all women perceive 
infertility as a threat to their relationship. Some infertile women find their husband 
supportive, understanding and a friend who expresses his concern and sympathy. They 
understand infertility as a means of closeness and love (Dyre 2000; Sundby 1996).
3.8. Gender and infertility
Existing research suggests that infertility affects women more deeply than men (Griel, 
1997). Merari et al (2002) argue that emotional responses to the feelings of loss, sense of 
security and self-concept in men and women depends on whether the infertile spouse is 
wife or husband. But according to Nachtigall et al (1992) women whose husbands are 
infertile show a similar emotional reaction to those women who are infertile themselves. 
Whiteford & Gonzalez (1995) indicate although there are gender differences in the ways 
men and women react to infertility, regardless of who has the reproductive impairment.
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the women’s identity is more spoiled. Merari et al. (1996), likewise, indicate that women 
hold themselves more responsible for the couples’ infertility and generally tend to protect 
their partners, even when the male factor is the evident cause. Lalos (1999) does not 
imagine the couple as a unit and believes that they are two separate individuals with 
different reactions and behaviour. She asserts that if one partner is the cause of infertility, 
the other does not experience the same kind of traumatic crisis, but might suffer a similar 
developmental crisis.
Blenner (1992) suggests a reason for infertile women appearing more vulnerable. She 
states that many infertility treatments are gender-specific, that is, wives have to spend 
more time for investigation and treatment than husbands, irrespective of which spouse 
has been diagnosed as infertile. Whiteford & Gonzalez (1995) argue the same and 
indicate that even when the man is the one who has the fertility impairment, the woman 
may still undergo painful and intrusive tests. Bhatti et al. (1999) also assert that women 
in order to satisfy their maternal instincts seek endless treatment and spend considerable 
amount of energy, effort and money irrespective of being responsible for infertility or 
not.
Some investigators argue that women are more expressive than men. Leiblum et al. 
(1987) observed that women are more open than men in expressing emotions concerning 
infertility and In Vitro Fertilization (IVF) treatment (Newton et al. 1990). Similarly, 
Merari et al. (2002) in her study found inter-spouse differences in the expression of 
emotions and attitudes towards the treatment. He observed that in general, about one- 
third to one half of the couples express incompatible responses to infertility and to 
treatment. Additionally, women express feelings of fear, anxiety, sadness and concern 
more than their husbands. This emotional disparity may result in frustration of mutual 
expectations and may potentially compromise inter-spouse relations. Salter-ling et al. 
(2001) in her study revealed that women’s rating of distress regarding infertility is higher 
than the men’s rating; although both men and women experience high level of anxiety 
and distress.
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According to Boivin et al. (1998) infertile men and women appeared to be equally 
sensitive to the uncertainty of IVF treatment procedures and both respond to it with 
ambivalent feelings including emotional distress and feeling of hope and intimacy. But 
styles of coping with infertility are different in two genders. Women usually seek support 
from their husband, other members of the family, women in the same situation, and 
medical team. But the majority of men do not seek support from the family and show 
denial and avoidance. Sometimes they find alternative solutions like over-involvement in 
work related activities to compensate their damaged self-image (Kentenich 1989; Merari 
et al. 2002).
3.9, Holistic care of infertile women
As it was previously mentioned, infertility is a phenomenon that is much more complex 
than its medical definition. Although the somatic aspects of infertility are generally 
considered in great detail, little attention is paid to psychosocial and ethical consequences 
of infertility (Boxer 1996). Infertility is a multifaceted problem, more than merely failure 
to get pregnant (Sandelowski & Pollock 1986; Woods et al. 1991) and involves the 
blocking of a major life goal and results in multiple losses. Furthermore, the tremendous 
advances in technology for the treatment of infertility over last 20 years, as Covington 
(1995) asserts, is a “double-edged-sword” itself which creates psychological, social, 
ethical, financial, and legal concerns.
All of these issues intensify the need to view the infertility experience holistically and to 
integrate the psychosocial and social counselling in parallel to the medical investigations 
and treatment (Boxer 1996; Covington 1995; Lalos 1999) A major goal of the 
management of infertile women is to facilitate a positive resolution of the crisis, 
regardless of whether a pregnancy is achieved or not (Boxer 1996). So it is important that 
infertile couples to be managed by empathetic and skilled team with health and social 
professionals. This requires that health professionals adopt a holistic perspective in the 
understanding, assessment and management of infertility (Daniels 1993, Sewpaul 1999).
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For the reason that little attention is paid to psychosocial and ethical consequences of 
infertility, recognised by the WHO, I hope that the contribution of this thesis is important 
to knowledge, debate and policy formation.
3.9.1. Religious and spiritual care as a component of holistic care
The provision of holistic care includes psychological, social, cultural and spiritual or 
religious needs of individuals (Ledger 2005). The World Health Organization has 
criticised the medical model which draws less attention to the religion and pointed out 
that patients and physicians have started to realise the value of elements like faith, hope, 
and compassion in the healing processes (Culliford 2002). Many other organizations and 
councils, particularly, in the UK have intensified the importance of religious/ spiritual 
issues. The United Kingdom Central Council for Nurses, Midwifes and Health Visitors 
(UKCC) Code of Professional conduct (UKCC 1984:2) states that “the nurses and 
midwives should take account of the customs, values and spiritual beliefs of patients/ 
clients”. The Nursing and Midwifery Council’s (NMC’s) Code of Professional Conduct 
(NMC 2002a), which is the revised set of professional standards for nurses, midwives 
and health visitors, in Clause 2 points out “You are personally accountable for ensuring 
that you promote and protect the interests and dignity of patients and clients, irrespective 
of gender, age, race, ability, sexuality, economic status, lifestyle, culture and religious or 
political beliefs” (The NMC Code of Professional Conduct). Semple & Cable (2003) 
argue that this is an acknowledgement of the nurse’s right to act in accordance with 
personal beliefs and values. The recent guideline for nurse education states that nurses 
should be able, competently, to undertake a comprehensive spiritual assessment 
(McSherry 2002; UKCC 2001). According to McSherry (2002) this is a “tall order” for 
the most proficient practitioners and is firmly on the nursing agenda. The International 
Council of Nurses Code of Ethics for Nurses (ICN 2000:2) states: “In providing care, the 
nurse promotes an environment in which the human rights, values, customs and spiritual 
beliefs of the individuals, family and community are respected”. Department of Health 
(DOH 2001:29) has also acknowledged the religious/ spiritual aspects of care. In the 
Revised Version of the Patients Charter entitled “Your Guide to the NHS” it has been 
stated: “NHS staff will respect your privacy and dignity. They will be sensitive to, and
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respect your religious, spiritual and cultural needs at all times” (McSherry 2002: 490). In 
some parts of the UK the Department of Health (2002:1) has circulated “Guidelines on 
Chaplaincy and Spiritual Care in the NHS” (Maclaren 2003). The Nursing and Midwifery 
Council (NMC 2004) standards also emphasise that nurses should “practice in a fair and 
antidiscriminatory way, acknowledging the differences in beliefs and cultural practices of 
individuals or groups” (Ledger, 2005: 220). All these declarations intensify the 
importance of recognition and respect to religious and spiritual aspect of holistic care. 
But this aspect of holistic care is still being less met.
3.10. The meaning of religion and spirituality
Religion and spirituality are often used interchangeably, but the two concepts are 
different. Spirituality involves human search for meaning in life, while religion involves 
an organized entity with rituals and practices about a higher power or God (Tanyi 2002). 
Spirituality is a subjective experience; unique to each person. It is a space within one’s 
heart where the individual finds meaning and peace. It is the innermost part of humans, 
whereas, religion is an interpretation of the experience of spirituality (Leibrich 2002). 
Culiford (2002:1435) cites Murray & Zentner (1989) who states: “In every human being 
there seems to be a spiritual dimension, a quality that goes beyond religious affiliation, 
which strives for inspiration, reverence, meaning and purpose even in those who do not 
believe in God”. Wright (2002) argues that spirituality may be expressed religiously or 
humanistically, but within both contexts “personhood” (including values and beliefs) and 
“relationships” (with self, others and God) are the central concepts. Puchalski (2001) says 
that spirituality may influence the patients’ understanding of disease. When patients 
struggle with the physical aspects of their disease, they have other pain as well: pain 
related to mental and spiritual suffering, to an inability to engage the deepest question of 
life. People may be asking some questions like: why is this happening to me now? 
(Foglio & Brody 1988; Greasley eta l 2001).
According to Stuckey (2001) although religion and spirituality are not mutually 
exclusive, nevertheless “religion emphasises a communal type of worship, while 
spirituality emphasizes a personal or meditative worship experience”. Miller & Thoresen
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(2003) argue that religiousness and spirituality are multidimensional constructs, so their 
equating or separating is problematic. He believes that the majority of empirical studies 
to date have not recognised the distinction between religion and spirituality and treated 
them as the same general concept. Miller indicates that at present most available literature 
have measured religious instead of spiritual variables and there is a lack of well-designed 
studies of spirituality, as distinct from religion.Chiu (2004: 405) argues that although 
spirituality is a universal phenomenon, “yet confusion and incomprehension of the 
concept is ever-present”.
3.11. Evolution of research on religion/ spirituality and health
In a number of studies, researchers have shown significant links between religion and 
spirituality indices such as prayer, church attendance and self-rated religiousness and 
health outcomes (Pargament 1997). Religious variables have been found to be 
significantly related to physical health (Levin 1994) such as lower cholesterol (Patel et al. 
1985), better lipid profile (Friedlander et ah 1987), lower blood pressure (Steffen et al.
2001) better immune function (Woods et al. 1999), chronic illness (Harris et al. 1995) 
and cancer (Roberts et al. 1997). Studies have also looked at mental health issues (Larson 
& Milano 1997; Koenig et al. 1998). The impact of religion have been investigated on 
stress management (Ellison & Taylor 1996), decrease the incidence of depression 
(Kennedy et al. 1996) and lower suicide rate (Neeleman et al. 1997) and substance use 
disorders (Miller 1998).
These studies vary from quantitative to qualitative which have been conducted by 
psychologist, nurses, physicians and other health professionals to find out the role of 
religiosity and spirituality with respect to physical and emotional health. Before the 
1990s, the relationship between religion and health was not precisely considered in 
research and researchers often included religious variables as exploratory variables 
placing significant relationships with health indices in the result sections of their studies 
without overtly highlighting them by inclusion in articles’ titles or abstracts. The 
researchers rarely tested hypotheses about religious/ spiritual measures and often 
relatively strong relationships appeared in a table without further discussion. But in the
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1990s, this area of research became more mature and the quantity and quality of research 
on religion/ spirituality and health improved remarkably and controlled investigations 
with formal hypothesis testing began to appear. Now, many scientific journals have 
special issues and sections focusing on religion/ spirituality and health (Miller & 
Thoresen 2003). Kliewer (2004:618) citing "handbook of religion and health” published 
by Harold G. Koenig (2001) has shown the areas of spirituality research to date. Koenig 
in this book has systematically reviewed around 1900 studies related to the relationships 
between religion and a variety of mental and physical health conditions. Three major 
categories have been defined by koenig including 1) religion and mental health 2) 
religion and physical disorders and 3) religion and the use of the services. A smaller 
number of studies have investigated clinical implications and applications and research 
issues (Table 2).
Table 2- Areas o f spirituality research to date (adopted from “handbook o f religion and health” 
by Harold G. Koenig (2001), cited in Kliewer (2004)
Major focus Subtopic Earliest
publication
Numberof
publications
Mental health Religious coping, hope and optimism, 
purpose/ meaning in life, self-esteem, 
bereavement, social support, depression, 
suicide, assisted suicide/ euthanasia, 
anxiety, schizophrenia/ psychosis, alcohol 
use/ abuse, drug use/ abuse, delinquency/ 
crime, marital instability, personality, general 
mental health
1932 1075
Physical health Heart disease, hypertension, cerebrovascular 
diseases, immune system, cancer risk, 
mortality, functional disability, pain and 
somatic symptoms, health behaviours, 
miscellaneous
1902 455
Use of heath services General medical services, mental health 
services, d isease prevention, health 
responsibility, compliance
1960 53
Clinical implications 
and applications
Health professionals, religious professionals 1973 131
Research Measurment 1967 40
Miscellaneous Religious beliefs/ behaviours, religious/ faith 
development, religious conversion, spiritual/ 
faith healing, prayer, death and dying, 
religious harm
1902 171
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Kliewer (2004) argues that most of these studies have focused on western faiths such as 
Christianity and Judaism. Studies on Islam and non-monotheistic religions such as 
Hinduism and Sikhism have been conducted less. Studies have also included a mixture of 
cultures and natures. Thirty nine different countries have been investigated.
3.12. The impact of religion and spirituality on weii-being
One mechanism through which religion and spirituality may have beneficial effects on 
health is via social networks (Hill and Butter 1995). Religious and spiritual communities 
provide opportunities for fellowship, involvement in formal social programmes and 
companionship. This kind of support can have beneficial effects by reducing both 
psychological and physical stressors (Seybold & Hill 2001; Astrow et al 2001).
Psychological factors might also mediate the relationship between religion and health. 
Pargament (1997), in particular, discussed various coping strategies that may facilitate 
beneficial resolution of negative life events. Following a strict behavioural lifestyle as a 
result of religious commitment may be other mechanism in which religion and spirituality 
have their positive effects (Seybold & Hill, 2001).
Some researchers such as Larson & Milano (1997) have indicated that religious and 
spiritual factors might positively affect the physiological mechanisms involved in health. 
Koenig et al (1997), in a research study involving 1700 older adults, reported people 
who have regular religious activities have a lower level of IL-6 and live longer. 
According to Harris et al (1995), religious commitment tends to enhance recovery from 
illness and surgery in heart- transplant patients. Positive emotions might benefit the 
individuals through their impact on neural pathways that connect to the endocrine and 
immune systems. Negative emotions can lead to particular reactions in the sympathetic 
nervous system and the hypothalamic-pituitary-adrenal axis, which both affect mobilizing 
the body’s energy during stressful situations.
Astrow et al (2001) referred to the contribution of several factors including the 
relaxation response which comes with certain types of prayer and meditation, the power
54
Robab Latifnejad Roudsari Chapter 3: Review o f the literature
of positive thinking mediated by religions, religious prohibition of unhealthy habits, and 
religious encouragement for having discipline and hope that, in turn, enables better 
compliance with medical regimens. Puchalski (2001) likewise has argued that patients 
who are religious may utilize their beliefs in coping with illness, pain and life stresses. 
Puchalski (2001) has argued that these people are more satisfied, happier and have hope, 
positive thinking and good quality of life. Stuckey (2001:70 citing Koenig 1994) has 
identified two key reasons for the role of religion in overall well-being. The first is 
providing a framework for understanding why "bad things happen to good people” and 
the second is giving the hope of transfer of followers to an utopian existence after they 
die.
3.13. Critiques on the relationship between religion and health
Religious beliefs and practices are sometimes criticized for their negative effects on 
health and well-being like guilt, excessive dependency, anxiety, depression, intolerance 
and cognitive inflexibility (Miller & Thoresen 2003). Sloan et al (2000) argue that 
research on religion and health trivializes the religion, because religion does not need 
science to justify its existence or appeal. He points out that attempts to use religion 
instrumentally through highlighting scientific evidence of the health benefits of religious 
activity will de-value the religion, because religion is more than a collection of views and 
practices and it is a spiritual way of being in the life. Moreover, Sloan has criticized the 
quality of research linking religion to health. He argues about some methodological 
issues like inappropriate design, inadequate sampling and inappropriate interpretation of 
correlational findings as demonstrating that religion can cause better health status (Miller 
& Thoresen 2003).
3.14. Religious coping
There is a growing body of research on religion and how religious beliefs assist in coping 
with major life events. Religious coping has been associated with the health and mental 
health-related outcomes of a wide variety of critical life situations, such as illness 
(Pargament et al 1998; Pargament 1997). Empirical studies have shown that religious 
coping is commonly used by many groups in times of stress (Pargament et al 1998;
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Koenig 1992). Pargament (1997) asserts religions coping methods mediate the 
relationships between an individual's general religious orientation and the outcomes of 
life crises. He states when an individual confronts a stressful life event his general 
religious beliefs and practices are translated into specific forms of coping which have the 
most direct implications for the individual's health in stressful times.
Sabatelli et al. (1988) assert coping with a stressful event, like the discovery of an 
infertility condition, could be varied in a continuum, from positive or constructive to 
negative or destructive. He points out that the efficacy of coping is affected by different 
factors such as objective characteristics of the situations and the personal, familial and 
behavioural mediating resources. Similarly, Pargament et al. (2004) intensify on different 
forms of religious coping which might be seen as positive or negative coping patterns that 
can be associated with different outcomes, particularly in the realm of mental health. He 
points out that generally, positive methods of religious coping are associated with 
improvement in health. In contrast, negative religious coping methods are predictive of a 
decline in health and are associated with emotional stress and poor quality of life, and 
psychological symptoms (Pargament et al. 1998). Maltby & Day (2003) developed a 
model which suggests that individuals who use positive religious coping are able to view 
stressful events as opportunities for positive growth and development, and that this has a 
positive effect on their psychological well-being. According to Pargament et al. (1998) 
negative religious coping is used much less frequently as more often people draw on 
religious approaches that appear to be reflective of a secure relationship with God, a 
sense of spirituality, and a trustworthy worldview.
Pargament et al. (1998) classified religious coping strategies in three groups of 
collaborating, self directing and deferring coping styles. They have argued that 
collaborative religious coping is associated with lower level of depression and increased 
self-esteem. Self directing approach is related with higher level of depression, higher 
level of self-esteem and lower level of spiritual well-being. Deferring coping style is 
associated with higher level of depression, lower level of competence, and higher level of 
spiritual well-being. Bickel et al. (1998) also found that collaborative religious coping 
has been associated with better physical and mental health. In contrast, self-directing and
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deferring religious coping have demonstrated mixed health correlates; some research has 
suggested that the value of these methods is tied to the controllability of the life stressor.
3.15. The perspective of religions regarding infertility
All monotheistic religions are in favour of procreation. Islam is a comprehensive religion 
which considers the individual and communal life and its teachings cover all fields of 
human activity (Begum 1997). Islam encourages having a family and procreation and 
strongly emphasises fertility. But when procreation fails, Islam encourages treatment. 
Trying to cure infertility not only is acceptable in Islam but is a duty and it is the duty of 
physician to help the infertile couple (Schenkr 1997).
In Christianity procreation is encouraged a lot and marriage is a vocation for being 
fruitful and multiply, but some Christian leaders say God is felicitous and not punitive 
and His gifts are given in many forms even as infertility (Sewpaul 1999). They believe 
that marriage does not confer upon the couples the right to have a child, but it gives the 
right to accomplish those natural acts which are prerequisite of procreation (Schenker 
2000). Christians’ attitudes regarding reproductive practice are different according to the 
traditions of worship. The Vatican and Roman Catholic Church reject assisted 
reproduction and consider it as immoral, disrespectful of human dignity, absolutely 
unlawful and a means of separating the human procreation from sexual intercourse; 
While, Protestants, Anglicans and other denominations of Christianity may practise it 
(Schenker 2005).
Judaism has directed Jews to procreate too, and this teaching is so critical that Torah 
scholars agree that it could be accomplished by natural or artificial means (Wahrman 
2006). But according to Jewish law, the infertile couple should be diagnosed as a single 
unit. For this reason, the female partner must be firstly evaluated and if no pathological 
factor was found, the physician has permission to examine the male partner. The male 
factors which should be evaluated are abnormal production, ejaculation or deposition of 
sperm (Schenkr 1997).
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It is important to note that Hinduism and other polytheistic religions have less strong and 
less outspoken standards and rules related to the acceptance of methods which is utilised 
for treatment of infertility. In polytheistic societies, the interplay between Gods and 
goddesses can be both blamed for infertility and admired for pregnancy (Balen and Bos 
2004).
3.16. Reproductive technologies through the lens of religions
The revolutionary advance in the field of reproductive technologies on the one hand and 
the absolute desire of infertile couples to have children on the other hand has created 
controversial moral, legal and religious issues (Begum 1997). Considering that couples 
who are believers would like to have children in a religiously correct fashion, religion has 
profoundly affected the practice of reproductive technologies throughout the world 
(Inborn 2005a). In monotheistic religions such as those dominated by Islam, Christianity 
and Judaism there are often central agencies (in the form of fatwa, assembly declarations) 
that establish what is and what is not acceptable. But there is a difference between 
different religions and also the followers of the same religions in terms of the extent to 
which these edicts are obeyed (van Balen and Bos 2004).
Islam has two denominations of Sunni and Shi’a and their approaches regarding 
implementation of reproductive technologies is different. According to Sunni Islam, IVF 
as long as the sperm and the egg are taken from husband and wife and the resulting 
embryo is transferred to the uterus of the wife is allowed. A third party is not acceptable, 
so DI (donor insemination), ovum and also embryo donation is prohibited. Frozen 
embryos are considered as the property of the couple and could be transferred to the 
woman in her next cycles (Inborn 2005; Schenkr 1997).
In Shia Islam, the implementation of reproductive technologies as a modem infertility 
treatment was changed from the late 1990s. Clarke (2006) has argued that Shia 
authorities have the most challenging opinions concerning ART (assisted reproductive 
technologies), in comparison with the Sunni consensus and indeed many Euro-American 
perspectives. It should be pointed out that not all Shi’a scholars have the same opinion.
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Shi’a Islam has a small number of qualified, high-ranking and distinguished scholars who 
are called “Mojtahed” and deemed as religious source for non-specialist followers. The 
followers can voluntarily select one of theses senior scholars to imitate him in all 
religious issues. Theses scholars are able to interpret Koran and Hadith and based on that 
to accommodate change within Islamic doctrine. Fatwas (religious edicts; Islamic view 
of Muslim scholars about special cases) are issued as the results of such interpretations. 
Permission to do new technologies, when approved by theses scholars, do not require 
ethical, moral or legal deliberations by independent bodies like the ethics committees 
which are common in more secular countries (Tremayne 2006). A fatwa which was 
issued by Ayattolah Khomeini, supreme leader of the Islamic revolution in Iran (1979), 
regarding allowance of transsexual surgeries, permitting organ donation and stem
cells research which are being undertaken in Iran now are examples of this meaning. 
Although some of the Iranian Shi’a take to innovations using assisted reproductive 
technologies but it does not mean that all high-ranking qualified Shia scholars have the 
same perspective. For instance. Ayatollah All Sistani, a very well-known Iranian Shia, 
based in Najaf, Iraq; Ayatollah Hakim Based in Iraq, have prohibited all donor 
procedures. Ayatollah Mohammad Hosayn Fadlallah, another prominent Shia authority, 
based in Lebanon allows the use of donor egg but not donor sperm. Also Ayatollah 
Hoseyn Nouri Hamedani and Ayatollah Sheikh Javad Tabrizi, based in Gom, Iran do not 
allow donor procedures.
In this circumstances. Ayatollah Seyyed All Khamenei, successor to Ayattolah 
Khomeini, supreme leader of the Iranian Islamic revolution issued fatwa regarding 
acceptance of using donor egg, donor sperm and donor embryo for conceiving of males 
and females who are not able to produce egg or sperm, naturally (Clarke 2006; Inborn 
2005; Jafarzadeh, 2000). It is worthy to note that few of other Shi’a scholars like 
Ayatollah Seyed Mahmoud Mousavi Bojnordi has the same view of Ayatollah Khamenei. 
Some Iranian Shia scholars like Ayatollah Sanei, Ayatollah Fazel Lankarani, Ayatollah 
Mousavi Ardabili and Ayatollah Makarem Shirazi do not allow the transfer of donor 
sperm or egg before fertilization to the uterus. But they believe that after their in vitro 
fertilization, transfer is permitted (Jafarzadeh 2000). Clarke (2006) has argued that
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Ayatollah Khamenei has adopted a dramatically different stance over assisted 
reproductive technologies from the Sunni consensus. Clarke (2006) elaborates the reason 
and explains that because he does not see ART as analogous to "Zma” (adultery), as it 
does not involve sexual intercourse. Also he does not view the children of such 
procedures “bastard”. Ayatollah Khamenei believes that the child is belonged to the 
owners of egg and sperm (sperm or egg donor and the wife or husband who is fertile). 
Moreover, Ayatollah Khamenei stipulates that the donor child only inherits from the 
owner of donated sperm or egg. According to Ayatollah Khamenei, if the marriage comes 
to an end due to divorce or husband’s death, artificial reproduction could be carried out 
on the woman with sperm of her previous husband. But in the case of divorce, as long as 
husband is alive, getting his permission for utilizing his sperm for insemination is 
necessary (Ayatollah Khamenei’s fatwa on ART).
To solve the problem legally in Iran, in cases where either the wife or husband is infertile, 
temporary marriage is used to legitimize the third-party donation. Tremyane, 2006 has 
argued that if the wife is infertile, since Islam permits polygamy, her husband enters into 
a temporary marriage (Moteh), which means getting married for a limited length of time, 
for instance for one day, with the donor woman without any sexual contact taking place. 
The donor’s egg is fertilized with the husband’s sperm outside the uterus and then is 
implanted in the wife’s uterus. If the husband is infertile, the couple can decide on 
temporary marriage in the opposite direction, with the wife divorcing her husband and 
nominally marrying the sperm donor for a day, then remarrying her husband (Talaq 
Rejei). The donor’s sperm and her egg are fertilized in vitro in the same way, and 
implanted in her uterus. Alternatively the couple can receive an embryo from another 
married couple. A law permitting embryo donation has been passed in 2003 in Iran and 
being implemented in ART clinics across the country. Inborn (2005a) has argued that 
Iran is the only Muslim-majority country in the Middle East which has allowed 
surrogacy. She also argues that Iran has remained in the lead as far as ARTs are 
concerned, since the issue of fatwas by Iranian Shia scholars who have permitted third- 
party gamete-donation (Inborn 2003). Tremyane (2006) indicated that the Lebanese Shi’a 
more or less follow Iranian-style practices. Inborn (2005a:3) has also pointed out that
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interestingly In multisecterian Lebanon the recipients of donor gametes are not 
necessarily only Shi’a Muslims. Indeed, some Sunni Muslim patients from Lebanon and 
other Middle Eastern Muslim countries are quietly saving their marriages using donor 
gametes, so that “secretly going against the dictates of Sunni Muslim Orthodoxy”. 
Different denominations in Protestantism including Baptist, Methodist, Lutheran, 
Mormon, Presbyterian, Episcopal, United Church of Christ, Christian Science, Jehovah’s 
Witness, and Mennonite denominations have liberal attitudes towards infertility 
treatments. All denominations except Christian Sciences allow IVF with spouse gametes 
and without any embryo wastage. Christian Science poses no objection to AIH (artificial 
insemination husband) but oppose IVF because of the use of drugs and surgical 
procedures. All of these denominations oppose IVF with donated gametes and all oppose 
the practice of surrogacy (Greil 1989; Schenkr 2000).
The Vatican’s Congregation for the Doctrine of the Faith expressed the Vatican’s moral 
opposition to practices like IVF, DI, embryo freezing, surrogate motherhood and AIH 
when semen is collected through masturbation (Greil et al 1989). Gamete intrafallopian 
transfer (GIFT) is acceptable because sperm is removed from the vagina after a normal 
sexual contact and implanted into the fallopian tubes to be fertilized (Schenkr 2000).
The Eastern Orthodox Church supports medical and surgical treatment of infertility. 
However, IVF and other assisted reproductive technologies are absolutely rejected, and 
the church opposes gamete donation, especially DI, on the basis that it is an adulterous 
act (Schenkr 2000).
Judaism allows the practice of all techniques of assisted reproduction when the egg and 
sperm belong to the wife and husband. AIH is conditionally permissible in Judaism. The 
conditions include of AIH as the only way for the woman to be pregnant; passing a 
reasonable period of waiting since the marriage (2, 5, or 10 years); avoidance from 
masturbation and using condom or coitus interruption for obtaining sperm. Regarding DI, 
it is not accepted by most rabbinical authorities. Also, all Jewish legal experts prohibit DI 
using the semen of a Jewish donor. But some rabbinical authorities permit DI when the 
donor is a non-Jew. In recent years, most conservative Jewish has accepted the legitimacy
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of DI with the consent of husband as a final alternative when there is no other method of 
treatment (Schenkr 1997). In the case of egg donation the problem is who should be 
considered the mother, the egg donor or the one in whose uterus the embryo develops, or 
the one who gives birth (Schenkr 1997). There are rabbinical authorities who reject using 
donor egg. The others permit it as long as the husband consent (Wahrman 2006). Jewish 
law states that the child is related to gestational mother (the one who gave birth) (Schenkr
2000). The Jewish religion does not forbid the practice of surrogate motherhood in the 
case of full surrogacy (when infertility is due to a uterine factor and the egg and sperm of 
wife and husband is fertilized and then implanted in the uterus of another woman). From 
the religious point of view, the child will belong to the father who gave the sperm and to 
the woman who gave birth (Schenkr 1997). Cryopreservation is allowed in Judaism when 
all measures are taken to maintain father’s idelntity, because regarding mother, the 
embryo will transfer to her uterus later and the mother-embryo relationship will be 
renewed. Creating and inducing a preimplantation embryo in vitro for fertility research 
should be allowed if there is a real chance that the sperm owner may benefit and have a 
child as a result of this research (Schenkr 1997).
3.17. Previous research on infertiiity and religion
Whilst a growing body of literature has focused on the experience of infertility within a 
diverse cultural context, there is still very little on infertility and religion. Having 
reviewed the literatures on the experience of infertility, the authors realized that in the 
majority of these studies, religious and spiritual issues have been reflected through 
transcendent language of participants during in-depth interviews and through expression 
of patients’ narratives. Indeed, respondents have not directly been asked queries by 
researchers in terms of their experience and the ways that they use religion to deal with 
their infertility. Searching different databases including medical (Medlin-Ovid, Medline- 
Pub med, CINHAL, BNI); psychological [psychology and Behavioural Science 
Collection (PBSC), Psycinfo, Psycarticles]; social [International Bibliography of Social 
Sciences (IBSS), Social Science Citation Index (SSCI)] and also ISI Web of Knowledge 
two articles related to the subject of infertility and religion were found. One was a 
qualitative study conducted by Sewpaul in 1999 and another was a quantitative study by
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Domar et al in 2005 (which will be discussed later in this chapter). No research study 
directly related to the topic was found.
Domar et al. (2005) conducted a quantitative study to investigate the relationship of 
spiritual well-being with depressive symptoms and also distress in 195 infertile women 
from different religious faiths in Boston (101 Catholics, 35 Protestants, 10 other 
Christians, 34 Jews, 8 other religions). They found an inverse correlation between 
spiritual well-being and depressive symptoms (P<0.01) and also fertility distress 
(P<0.01). Domar et al (2005) concludes that spirituality appears to have an important 
role in the psychological well-being of infertile women.
Sewpaul (1999) conducted a study on ‘culture, religion and infertility’ in South Africa in 
which cultural views on fertility and infertility, use of traditional healing for infertility 
and the impact of religion on the handling of infertility was explored. Sewpaul (1999), 
using an interpretive feminist research methodology, tried to understand the cultural and 
religious aspects of infertility. She conducted 24 interviews with African, Indian, 
Coloured and White infertile couples who were Christians or Hindus (14 Christians 
including nine White and five Black, and seven Hindus). She also interviewed twelve 
religious leaders (five Christian, four Hindu and three fi*om African Traditional religion). 
Regarding the impact of religion on infertility, Sewpaul (1999) described five themes 
which emerged from the data including infertility as 1) punishment for wrong-doing 2) 
destiny in preparation for a higher mission in life 3) an opportunity for growth and 
positive change 4) something beyond human power 5) a biological error which is not 
attributed to God. She argues that within these various themes, the most dominant one 
was inferring infertility as a punishment for wrong-doing. Sewpaul (1999) concludes that 
an individual’s level of involvement with religion and their personal idea of and 
relationship with God can influence the management of infertility.
3.17.1. The effect of religion and spirituality on experience of infertiiity
There are several other studies which have indirectly addressed the relationship between 
religion and infertility and it seems that they have accidentally found those relationships
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through conducting in-depths interviews with the participants. Sandelowski and Pollock 
(1986) were the first authors who referred to the spiritual dimension of infertility. In their 
phenomenological study on ‘women’s experience o f infertility’ they indicated that 
infertility has temporal and spiritual dimensions. For this reason, infertile women on the 
one hand struggle with the body and earthly issues and on the other hand they have 
continuing confrontation with God, faith and other sacred concerns. Greil et al (1989) in 
his study about ‘theodicies o f infertile women and men in New York’ found that out of 22 
couples who were interviewed, 17 wives and 8 husbands spontaneously used 
transcendent language which showed their concern with God or a super empirical entity. 
Some participants reported being angry with God and the others reported passage 
through a stage of bargaining with God.
3.17.2. Concurrent seeking of medicai and spiritual healing by infertile 
women
Some of the researchers who have studied the health-seeking behaviours of infertile 
women found that while infertile women seek medical consultations, they concurrently 
get help from sacred places like the church or temple and also consult with spiritual 
healers as an alternative treatment option. Sundby (1996) who has investigated the 
‘traditional and modern health care o f infertility in Gambia’ states that one of the 
different traditional forms of care which infertile women seek is going to sacred places 
where people look for assistance from God or any spiritual force. Bhatti et al (1999) in 
his study on Pakistani infertile women has highlighted the role of spiritual healers as one 
of the choices of infertile women for getting help. He indicates that spiritual healers 
suggest infertile women to read some religious lines quietly and then blow on themselves 
or on water and then drink this sacred water. Bhatti et al (1999) says that due to 
desperation to conceive, some women consult many spiritual healers. Yebi (2000) found 
that Ghanaian women in Netherlands attempted to benefit from both medical doctors and 
spiritual healers for their physical and spiritual needs which has roots in Ghanaian 
cultural perceptions of health and well-being that is probably influenced by their socio­
religious system. Yebi (2000) gives evidence for this concept and indicates that hundreds 
of Ghanaians in Amsterdam attend healing meetings. Papreen et al (2000) who
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conducted a study about ^experiences o f Bangladeshi infertile women ’ have also reported 
that 24 percent of women in his study chose going to faith healers for spiritual 
intervention as the first treatment choice.
3.17.3. Healing infertility through prayer
Other researchers have found that infertile women believe that infertility can be healed 
through prayer. Yebi (2000) indicates that Amsterdam churches are popular healing 
centres for Ghanaian infertile women. They go there to pray with priests who assist them 
and some churches have individual prayer programmes to heal infertility. Alternatively 
they go back home to a prayer campus in Ghana, a place for staying for weeks or months 
awaiting to be healed. They believe that infertility can be treated through ‘opening of 
wombs’ with prayer or drinking holy wine in the church. Lee & Chu (2001) who carried 
out a study about the experience of Chinese infertile men, point out that men use 
alternative treatment in addition to western medicine like going to temples and praying to 
the Chinese God who can give women a child on special occasions such as the first and 
the fifteenth of the lunar month. Seybold (2002) has examined a Senegalese infertile 
woman’s experience in choosing different therapies for infertility. He states that one of 
the treatment options for her was praying to God for a child and using the Koran’s verses. 
According to Seybold, the women believed that repeating certain Koran’s verses a 
precise number of times and also writing verses on paper and then immersing them in 
water and using this water for bathing or drinking was efficacious for curing specific 
diseases including infertility.
3.17.4. Religious and spiritual beliefs as source of support
Other researchers reported religious and spiritual beliefs as source of support. Dyer et al. 
(2002a) in his study which was conducted to explore women’s experiences with 
involuntary childlessness in South Africa found religious belief as an important source of 
support and coping with infertility for white, coloured and black participants. He points 
out, however, religion was not always the source of support as one woman saw infertility 
as God’s punishment for the sin of having premarital sex. In her article. Parry (2004) 
presents short stories of the lived experience of five infertile women in North America.
65
Robab Latifnejad Roudsari Chapter 3: Review o f the literature
In two stories, women referred to the role of prayer in their peace, answering of God to 
their prayers and the supportive role of a Bible group.
3.18. Gaps in the reviewed iiterature
The review revealed a remarkable gap in knowledge about infertility and religion. The 
majority of previous studies have highlighted the experience of infertility generally and 
none has taken into account the religious and spiritual dimensions of infertility 
specifically. The two last studies which have conducted about religion and infertility have 
focused only on Christianity, Judaism and Hinduism and women who affiliated to other 
religions or non-religious infertile women were not included in the study. In addition, 
Domar (2005) has only addressed the psychological aspects of infertility without any 
attention to social and cultural issues and Sewpaul (1999) has more focused on culture 
than religion and explored the religion as a cultural phenomenon and belief. She has 
conducted the study within a cross-cultural context to show how cultural diversity can 
give particular meaning to the experience of infertility. Although culture is influenced by 
religion, but religion/ spirituality, itself, is a multidimensional concept which needs to be 
studied in a broad social, cultural and psychological context.
Hence, it is crucial to point out why this study was worthwhile to be conducted. In this 
study all infertile women from diverse religions, women who had no organised religion 
but had spiritual beliefs and women with no formal religion were included in the study. 
This variety helped the researcher to have a broad continuum of perceptions and views 
regarding infertility and gave the researcher the strengths to be able to interpret the issues 
in a comparative manner. Furthermore, as religion and spirituality are utilised 
interchangeably, it seems that such a selection could help the researcher to include both 
religious and spiritual concepts in the conceptualization of the phenomenon under study. 
Other unique characteristic of this study was the selection of respondents from the UK 
which is a multicultural and multi-faith society that provided the opportunity for the 
researcher to include the participants from diverse ethnic groups as well which itself 
provided more generalizability of the research findings. This study also sought all 
personal, marital, emotional, social, and treatment experiences of infertile women from
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their religious/ spiritual perspective which have not already been explored. Moreover, it 
has looked for the religious and spiritual strategies which infertile women chose for 
coping with the situation.
3.19. Conclusion
The literature review highlighted different gaps of knowledge in research paradigm, 
methodology, and method regarding study of infertility and religion. In terms of research 
paradigm, after SewpauTs study, this is the second qualitative study which has been 
conducted regarding infertility and religion. Although many naturalistic studies have 
been carried out before about infertility, as I previously mentioned, they have not 
explored the experience of infertility through the lens of religion and spirituality. With 
respect to methodology, this is the first study which has taken the feminist grounded 
theory as research methodology. Furthermore, it has generated a theory regarding the 
impact of religion/ spirituality on the experience of infertility which has not already been 
developed. So it is expected that the result of this study contributes toward increasing of 
our understanding and knowledge regarding experience of infertility in a religious and 
spiritual context.
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4.1. Introduction
When I started my PhD course and chose my topic I was absolutely sure that I needed to 
conduct a qualitative research. But I had no idea about different qualitative research 
methodologies. I had come from a midwifery background with lots of experience 
regarding quantitative paradigms in the field of maternal and child health. Supervision of 
many student midwives’ dissertations had given me a great deal of expertise and 
confidence to conduct research. However, when I started to study qualitative 
methodologies, I found out that it is an absolutely different world with different glossary, 
different underpinnings and expressions and I really felt I needed to be familiar first with 
the discipline of sociology. It was hard for me to cope with a new paradigm; perhaps no 
issue in my academic path was as challenging as making an appropriate decision for this. 
My lack of adequate and sufficient knowledge was a strong motivation to have more 
effort to find my identity as a qualitative researcher. Gradually, I emotionally adapted to 
the hardship of work and after further studies got more motivated and encouraged to go 
ahead. Eventually, I realised that it is only through qualitative research that the researcher 
is able to have a journey to the depths of his respondents’ life and see the realities which 
their understanding are entirely impossible through the lens of quantitative approaches. 
The more I studied, the more I got excited and curious to be aware of different qualitative 
methodologies.
Choosing a well-fitted methodology for research on the experiences of infertile women 
affiliated to different religious faiths was another dilemma. I was theoretically familiar 
with different qualitative methodologies through my self-study, but finding a suitable 
methodology which could be applicable in my research was not easy. Furthermore, I had 
the concern that I have come from a different society, with different nationality, 
language, culture, religion, appearance and it seemed difficult to adopt and implement 
any sort of qualitative methodologies which their main method of data collection is 
interview and mostly relies upon in-depth and open-ended questions to elicit respondents’ 
real experience, understanding and perception. But after careful thought, I realised that 
feminist grounded theory could be a fit theoretical framework for my research project and 
continue to further study in this area. I have discussed the rationale for adopting this
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methodology later in this chapter (P. 120). The output of the study that I have had so far, 
as a novice qualitative researcher, has been presented here as the methodology chapter. It 
has given me a general consideration on feminism, grounded theory and feminist 
grounded theory.
In this chapter, I have briefly reviewed qualitative research from a broad perspective and 
then have focused on feminisms and its origins, epistemology, methodology, method and 
also rigour and reflexivity in feminist research and presented a brief critique on feminist 
research as cited in feminist research literatures. Then I have argued for different schools 
of feminisms, the particular expression of feminisms, i.e., Islamic feminisms which I, as a 
Muslim female researcher have chosen, and my viewpoints on Islamic feminisms. The 
application of feminisms in women’s health and also infertility are the next parts of 
discussion. Then I have elaborated my critiques on feminisms and the rationale for using 
feminist theory for the study of infertile women’s experiences. The chapter proceeds by 
discussion on grounded theory and its theoretical perspectives, and also its practical 
issues including literature review, theoretical sampling, rigour, and data analysis. At the 
end of the section a debate on comparison between Glaser and Strauss will be presented 
and a rationale for using grounded theory in general and Strauss and Corbin’s mode of 
grounded theory in particular will be illustrated. The next part of the chapter has been 
allocated to an argument regarding feminist grounded theory which was the applied 
theoretical framework in this research. Evolution of feminist grounded theory with 
respect to the congruencies and tensions between feminist research and grounded theory 
study has been elaborated. Finally, the chapter is concluded by presenting a rationale for 
using feminist grounded theory for undertaking the current research study.
4.2. Qualitative research
One of the purposes of health care professionals is to understand human beings and to 
help create conditions that promote health and meaningful life experiences. According to 
Spinelli (1989), understanding, as the ultimate purpose of conducting research, occurs 
when what was previously unknown becomes known and meaningful (Hinds et al. 1992).
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Although health care evaluation to maintain and improve quality in health care have very 
largely drawn on quantitative research, but, for many questions, quantitative methods 
may be neither feasible nor desirable (Carter et al 1999). Qualitative methods may be 
more appropriate when investigators are “opening up” a new field of study or are 
primarily concerned to identify and conceptualise salient issues (Fitzpatric & Balton
1994).
According to Strauss & Corbin (1990) qualitative methods can be used to uncover and 
understand what lies behind any phenomenon and to gain novel and fresh perspectives 
about which little is yet known. Additionally, it can give the intricate details of 
phenomenon which are difficult to achieve through quantitative methods. The other 
reason for using qualitative research from Strauss & Corbin’s (1990) point of view is 
fittingness of qualitative inquiry for some areas of study like people’s experience 
regarding a phenomenon such as illness or religious conversion or addiction.
Qualitative research has been characterized as methods of systematic inquiry concerned 
with understanding human beings and the nature of their transactions with themselves 
and with their surrounding (Benoliel 1984). It is often described as holistic (i.e., 
concerned with humans and their environment in all their complexities) and naturalistic 
(i.e., without any researcher-imposed constrains or controls) (Polit & Hungler 1993). 
Denzin & Lincoln (1994) indicated that the emphasis of qualitative research is on 
“processes and meanings” instead of measuring quantity, intensity, or frequency. They 
pointed out that qualitative researchers focus on the socially constructed nature of reality 
and attempt to make sense of, or interpret, phenomena in terms of the meanings people 
bring to them. Qualitative research involves the systematic collection and analysis of 
more subjective, narrative materials, using procedures in which there tends to be a 
minimum researcher-imposed control (Polit & Hungler1993). It permits the researcher to 
study selected issues in depth and detail and attempt to interpret phenomena in terms of 
the meaning people bring to them (Denzin & Lincoln 1994).
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4.2.1. Paradigms
In any research the researcher needs to align his or her perspective with a philosophy, 
which will underpin the assumptions of a study. In other word, as Guba & Lincoln (1994) 
point out, it should be guided by a set of “basic beliefs”. The term “paradigm” describes a 
system of ideas, or world view which defines the nature of the world, the individual’s 
place in it, and the range of possible relationships to that world and its part (Guba & 
Lincoln 1994). These ideas which form the foundation of a research paradigm are 
designed to answer three queries: 1) the ontological question: what is the nature of 
knowledge or reality, and, therefore, what is there that can be known about it?; 2) the 
epistemological question: what is the relation between the knower and what can be 
known?; and 3) the methodological question: how the inquirer go about finding out 
whatever he or she believes can be known (Guba & Lincoln 1994)?’ Three principal 
research paradigms are the empirico-analytical, interpretive and critical research 
paradigms (Guba & Lincoln 1994).
The scientific method, with its origins in the natural sciences, is based on an empirico- 
analytical paradigm rooted in a philosophical position referred to as positivism. The 
scientific method relies on deductive logic, combined with observation and experiment in 
the empirical world, to refute propositions and confirm probabilistic causal laws, which 
are used to make generalizations about the nature of phenomena (Neuman 1994). Within 
the human sciences, including medicine, experimental research based on this paradigm 
has supported the development of knowledge. However, it is ill-equipped to develop an 
understanding of subjective experience, meaning and intersubjective interaction. One of 
the major criticisms is that, within the positivist paradigm, it is assumed that an objective 
reality, or truth, exists independent of those undertaking the inquiry and the inquiry 
context (Fossey et al 2002).
Interpretive methodologies focus primarily on understanding and accounting for the 
meaning of human experiences and actions (Fossey et al 2002). Three major interpretive 
methodologies including ethnography, phenomenology, and grounded theory illustrate 
the variation of interpretation in method related to both the ontological and
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epistemological perspectives within the paradigm (Bailey 1997). Ethnography has a long 
history and was used in the beginning of this century in anthropology (Hammersely 
1990). As Spradley (1979: 3) asserts “the central aim of ethnography is to understand 
another way of life from the native point of view”. Admodt (1991: 41) states 
“ethnography attempts to learn what knowledge people use to interpret experience and 
mould their behaviour within the context of their culturally constituted environment. The 
method of data collection in this methodology is participant observation and in-depth 
interviews of “key” or knowledgeable informants (Bailey 1997).
Phenomenology which is attributed to Edmund Husserl, fundamentally attempts to 
understand the lived experience through participants’ language (Thome 1991). In this 
framework the essential task of the language is to convey information and to describe 
reality (Holstein & Gubriu 1990) through in-depth interviews. Different phenomenologists 
have developed different conceptual formulations which have been adopted as methods 
of inquiry by the researchers. Holloway & Wheeler (2002) and Bailey 1997) have argued 
that Husserl has a descriptive approach in which researcher put aside or “bracket” their 
own perspectives and presents interpretations of observed lived experience without 
theory development. Heidegger developed phenomenology into interpretive paradigm 
that became the basis for hermeneutical methods of inquiry.
Grounded theory as a form of inquiry was articulated by Glaser and Strauss in 1967. The 
method for data collection in this methodology is as the same as the other qualitative 
inquiries. Its major difference from other qualitative methodologies is its emphasis on the 
development of a theory (Strauss & Corbin 1994).
Regarding critical approaches as the third kind of research paradigm, Fossey et al (2002) 
citing Guba & Lincoln (1994), states that while interpretive approaches point out 
meanings inherent in people’s experience, irrespective of their individual or collective 
origin, critical approaches emphasise the social and historical origins without drawing 
attention to individual or collective expression. Moreover, it derives from socio-political
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and emancipatory traditions which focus on the critique of current structures that shape 
the development of social practices.
Having chosen each paradigm one important question is how does a researcher choose a 
philosophical perspective and method? There is no easy answer. The research question 
and phenomenon under study will guide the methodology and method. In addition, some 
disciplines lend themselves to specific methodologies and philosophies (Byrne 2001). 
But as Parahoo (1997: 46) indicates “each paradigm to be chosen will create its own 
cultural environment that regulates the behaviour of its followers and favours research 
conforming to its own rules”.
4.2.2. Triangulation
Increasingly, researchers are using multiple methods in the process known as 
“triangulation” to obtain fuller and more accurate picture of the population studied and to 
provide a more holistic view of their world (Fielding & Fielding 1986 cited in Begley, 
1996:123). Kimchi (1991: 365) citing Denzin (1970) defines triangulation as the 
combination of two or more theories (the use of multiple perspectives to interpret a single 
set of data), two or more methods (the use of multiple methods to study a single 
problem), two or more data sources (the use of variety of data sources in a study), and 
two or more investigators (the use of several different researchers). Janesick (1994) 
referred to another type of triangulation which they have called it interdisciplinary 
triangulation. They argue that it can help to broaden our understanding of lived 
experience.
Denzin (1989) indicates that theoretical triangulation would permit the researcher to 
“move away from polemical criticism of various theoretical perspectives”. Regarding 
methodological triangulation he describes it as “within-method triangulation” and 
“between-method triangulation”. Within-method triangulation means using one method 
and employing multiple strategies within that method to measure the same empirical unit. 
Between-method triangulation or, as Denzin (1989) refers to, “across-method 
triangulation” is defined as combining two or more dissimilar methods to study the
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same empirical unit. Denzin (1989) defines data triangulation as using dissimilar 
comparison groups from dissimilar settings in a systematic fashion as a sampling strategy 
and theoretical sampling is an example of this process. In this sense, data sources should 
be distinguished from methods of gathering data. The latter refers to research methods 
and not to the sources of data. Denzin (1989) argues that triangulating investigators 
remove the potential bias that may comes from a single person and provide a greater 
reliability in observations.
In this study, a type of theoretical triangulation, which is the product of triangulating 
feminism and grounded theory, was used. For this reason, the discussion will be followed 
by introducing theses two theories and their integrated from, i.e., feminist grounded 
theory.
4.2.3. The rationale for adopting a qualitative approach
To study the experience of infertility in a religious and spiritual context was not a simple 
inquiry. The reason was that both infertility and religion are two sensitive and private 
topics. Additionally, both concepts are multifaceted and culturally sensitive. Peddie & 
Teijlingen (2005) have argued that the sensitive nature of qualitative research allows 
appropriate inquiry of sexual and/or fertility related issues. They pointed out that 
emotional and psychological influences are crucial in issues related to fertility and using 
quantitative methods alone may not allow researchers to explore these issues in any 
depth. Furthermore, qualitative inquiry allows participants to describe the social and 
economic factors that influence their decisions. Therefore, qualitative work has the ability 
to reach aspects of complex behaviours, attitudes and interactions which quantitative 
methods cannot (Peddie & Teijlingen 2005). The other point is that qualitative methods 
are well suited to investigate new grounds and topics about which little is known, because 
unstructured or semi-structured approaches allow researchers to explore issues 
participants raise during a study. By giving voice to the people who actually make 
reproductive health decisions, qualitative research offers opportunities to identify and 
address clients’ needs and concerns (Henry Shears 2002). Moreover, a review of the 
literature in the field of fertility revealed a number of good qualitative studies which have
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offered insights on topics related to the perceptions of the causes and treatment of 
infertility. Hence it seemed logic to adopt a qualitative approach to study this topic.
In terms of studying religion, Belzen and Hood (2006) have argued that as religion and 
also religiosity are parts of culture and entangled within webs of meaning, qualitative 
approaches are well suited to investigate the psychological particularities that any 
religion may have. Belzen (2005) indicated that in the first decade of 20^ century, quite a 
number of researchers in the psychology of religion have turned to what is now being 
called as qualitative research methods. He also argued that some authors have made 
cautious efforts to design or use methods which allow them to “get in touch” with the 
peculiarities of the religious phenomena. Belzen and Hood (2006) suggested that by 
elaborating the meanings that religious acts and activities may have for the believers in a 
particular cultural context, qualitative researchers may perhaps be even more objective 
than in the cases that religious behaviors are studied in an abstract, decontextualized 
fashion of quantitative approaches. Brink (1995) also has suggested that to conduct a 
scientific study of religion qualitative research methods are essential to provide rich data 
in order to create new hypotheses. Brink has pointed out that although quantitative 
approach is necessary for the precision of hypothesis testing, but, by itself, this method is 
too critical to be creative.
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4.3. Feminism in a broad perspective
4.3.1. introduction
I would emphasize that I have no intention to discuss feminisms in detail here, as it is an 
absolute broad and complex area of argument which should be understood through 
grasping the ideas of various feminist scholars. I acknowledge that it is not entirely 
achievable for me, having no background in sociology. I have chosen feminist theory as a 
theoretical perspective in my study which is related to one aspect of women’s health, that 
is, infertility. In other words, I have taken this perspective because it is relevant to my 
study. For this reason, I have endeavoured to give a very brief picture of feminist basic 
issues and its different schools and the particular expression of feminisms which I have 
adopted as perspective for my grounded theory study, i.e. Islamic feminisms. Then I have 
focused on women’s health and infertility form feminist point of view and at the end have 
argued my standpoints regarding feminisms and its application in my research. Hence, 
my argument on feminisms is unique for my study.
4.3.2. Feminist research origin
Feminism provides a framework for developing a worldview about concerns that affect 
women. It accounts for and acknowledges the woman’s experiences and ways of 
knowing as central and in the society (Hooyman & Gonyea 1995). In this worldview, 
feminism concerns itself with women’s self-actualization, the elimination of oppression, 
and the advancement of human dignity for all people. It provides opportunities for 
women and men to examine and experience living through a woman-centred perspective 
and to consider areas of society that could be different and better because of the value and 
respect that men and women would have for each other (Gary & Campbell 1998).
Hall & Stevens (1991) pointed out that feminists share three basic principles: 1) a valuing 
of women and a validation of women's experiences, ideas and needs; 2) a recognition of 
the existence of ideological, structural, and interpersonal conditions that oppress women; 
and 3) a desire to bring about social change (Sigsworth 1995). Travis & Compton (2001)
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asserted that feminist principles acknowledge the importance of equality, inclusiveness, 
value individuals, power and privilege.
Feminist research has its roots in feminist theory. Authors like Millett (1971) and Oakley 
(1981) in the Great Britain were the pioneers who took into account women’s ideas, 
experiences and feelings within their social context. Thereafter Stanley and Wise (1990) 
and Reinharz (1992) have written specifically about feminist research methodology and 
techniques in their books. Feminist methodology is interwoven with feminist theory 
which is an exploration of the values of feminism. According to Stanley and Wise (1983) 
the emergence of feminist theory returns to the 1960s and 1970s when women’s 
oppression, exploitation and equality were discussed by the aforementioned authors. The 
notion of feminist research is derived from the concept of feminism (Sigsworth 1995). 
Feminist research is based on a particular theory of knowledge, or epistemology, which 
its methodology and method have derived from (Campbell & Bunting 1991).
Feminist research is research on women and for women (Wilkinson 1986). It is not 
simply the study of women, nor it is enough that is done by women (Webb 1993). It 
involves a set of principles of inquiry: A feminist philosophy of science (McCormack 
1981). A truly feminist research would involve a commitment to identifying and ending 
the multiple forms of oppression confronting women elsewhere. Such an emancipatory 
approach arises from the understanding that women everywhere face some form of 
oppression and exploitation (Gary and Campbell 1998). The main focus of feminist 
research is to provide empowerment for the women research participants and to bring 
about social change of oppressive constraint through some actions (Chi et al 2004). 
Klein (1983) has also argued that feminist research tries to take women’s needs, interests 
and experiences into account. It gives priority to female experience and develops theory 
which is firmly situated in the experience (Wilkinson 1986). Feminist research considers 
that there should be an essential focus and a concern for improving women’s lives. 
Research findings should be made available to those who have participated in the 
research in particular and to women in general (Webb 1993).
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Multiple authors (Bernhard 1984; Campbell & Bunting 1991; Duffy 1985; McCormic & 
Bunting 2002) have discussed eight criteria which are used to identify a study as feminist 
in nature: 1) the researcher is a woman, 2) feminist methodology including researcher- 
subject interaction, non-hierarchical research relationships, expressions of feelings, and 
concerns for values is used, 3) the research has the potential to help its subjects, 4) the 
research focus is on the experiences of women, 5) the investigator’s purpose is to study 
women within their role as women 6) the word feminism or feminist are actually used in 
the report, 7) feminist literature is cited and 8) non-sexist language is used.
4.3.3. Feminist research epistemoiogy
According to Bunting & Campbell (1991), epistemology is the theory of knowledge 
which addresses such questions as: who can be a knower, what can be known and what 
constitutes and validates knowledge. Harding (1987) focuses on epistemology as the basis 
for methodology and method in the feminist research process. But she argues that while a 
distinctive feminist method does not exist, feminist researchers address certain 
epistemological and methodological issues related to gender. But Stanley & Wise (1990) 
believe in a distinctive feminist research and that this type of inquiry is not a variation of 
qualitative research (Holloway & Wheeler 2002). They argue that epistemological issues 
underpin the feminist research process and include the fact that women's experience can 
be a legitimate source of knowledge and that women can be knower. This implies that 
subjective knowledge is valid and informants are experts on their own lives (Stanley & 
Wise 1990).
4.3.4. Feminist research methodoiogy
Methodology is the perspective or broad theoretically informed framework, which 
guides the research process, and is based on epistemological assumptions (Sigsworth
1995). Harding (1987) defined methodology as a theory or analysis of how research does 
or should proceed. Reinharz (1992) stated that feminist methodology is the sum of 
feminist research methods. She identified ten themes in her inductive definition of 
feminist methodology and pointed out that feminism is a perspective not a research 
method and is guided by feminist theory which strives to represent human diversity and
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aims to create social change. She also indicated that feminist research may be 
transdisciplinary and involves an ongoing criticism of nonfeminist scholarship. 
Furthermore, it uses of multiplicity of research methods, include the researcher as a 
person and attempts to develop special relation with the people studied and with the 
reader as well.
Researchers following a feminist methodology should strive to use an interactive 
approach through which the researcher and the researched are placed on the same plane 
(Harding 1987). Hence, the research conducted becomes non-hierarchical and all those 
involved are considered participants in that study (Campbell & Bunting 1991; King 
1994). Feminist research that is interactive and non-hierarchical truly allows the 
participant's voice to be heard (Keddy 199). It is in this manner that research using a 
feminist methodology is transformed from research on women or about women to 
research for women (Duelli Klein 1983; Oleson 1994). Research projects using a feminist 
methodology view women through a “female prism” (Cook & Fonow 1986) and refer to 
research questions that are pertinent to women and are of interest to women. It is 
women's experiences, in the plural which provide new resources for research (Harding 
1987). Through these experiences, women are able to perceive the world from a different 
perspective, allowing them to identify the specific needs of different groups of women.
4.3.5. Feminist research method
As Duelli Klein (1983) argued the feminist researcher must choose a method which is 
congruent with feminist methodology and allows her to best proceed with the research 
project. This method must go beyond traditional methods, be circular and flexible, in 
order to bring about effective change (King & Bushwick 1994). Qualitative research 
methods tend to be more widely used in feminist research than quantitative methods, 
because qualitative research has more affinity with the ideas of feminists (Holloway & 
Wheeler 2002). Qualitative methods are better able to facilitate the identification of the 
salient features of the world of women (McPherson 1983), although quantitative methods 
are valid from the perspective of feminist researchers (Holloway & Wheeler 2002).
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Feminist researchers exploring phenomena using interviews as a single method of data 
collection have taken the stance of “starting with women’s experiences”, namely that the 
interviews are guided by the participants rather than by the researcher (Reinharz 1992). 
The collaboration between the researcher and women participants is stressed more than 
the other types of qualitative research. Feminist qualitative research allows for interactive 
interviewing in such a way that participants can ask their professional and personal 
questions, so conducting interviews by female researchers will help to achieve more 
sympathy and rapport with women, although feminist do not claim that male researchers 
can not have empathy (Holloway & Wheeler 2002). This is a means of fulfilling the 
emancipated intentions of feminist research which draws attention to the need to 
investigate discrepancies which can occur between our theoretical understanding of 
women’s lives and the realities of women’s lived experience (Mackenzie 1997).
4.3.6. Feminist research and rigour
One of the most challenging issues for feminist researchers is being criticised for 
credibility of their works because as Olesen (1994:165) indicates “they often 
problematize taken-for-granted situations, raise difficult and uncomfortable questions 
about women’s contexts, and stress the importance of subjectivity”. McPherson (1983) 
regarding this notion that feminist research has been labelled as value-laden and biased, 
arguing from a feminist standpoint, claimed that it is not possible for any research to be 
value-free, as the values of the researcher inform each phase of the research process. 
However, feminist research has not abandoned rigour. Hall & Stevens (1991) have 
argued that the principle of reliability in regard to the research process is more 
appropriately conceptualized in the dependability of the research process. This can be 
achieved by systematically documenting the rationale, outcome, and all actions related to 
data collection: sampling, analysis and dissemination. Olesen (1994) proposed the use of 
theoretical sampling to achieve more credibility as it helps to find “negative cases” to 
refute or amend researchers’ interpretations, a strategy raised from grounded theory 
(Strauss & Corbin 1990).
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Hall & Stevens (1991) suggested that feminist research is best evaluated by standards of 
rigour that reflect the adequacy of the whole process of inquiry relative to the purpose of 
the study, rather than by standards that focus only on the accuracy and reliability of 
measurement within the study. Finally, credibility can be achieved within feminist 
research by offering descriptions and explanations of women's experiences that can be 
recognized by participants and the researcher (Sigsworth 1995).
4.3.7. Reflexivity in feminist research
Reflexivity within feminist methodology which is an epistemological presumption in 
feminist inquiry (Taylor 1998) referred to “the tendency of feminists to reflect upon, 
examine critically and explore analytically the research process” (Fonow & Cook 1991; 
King & Bushwick 1994). Taylor (1998: 368, citing Collins 1989) stated: “Reflexivity is 
the idea that subjective experience, including actions and feelings which drive from the 
researcher’s own social location, influence the production and interpretation of the 
research”. Stanley & Wise (1990) outlined the sites for reflexivity to occur within the 
participant researcher relationship, in the emotions of the research experience and in the 
intellectual autobiography of the researcher. Hurd (1998) pointed out while exact 
definition of reflexivity is different; all definitions consider the researcher’s role in the 
research construction. Morawski (1994) described reflexivity as a social phenomenon 
which involves reflecting back on self, process and representations or combination of 
these three.
Allan (1999) has argued that reflexivity is not purely an issue for feminist research, but 
feminist research is reflexive as it emphasises the researcher’s use of her own 
experiences, interpretations and behaviour as a woman in the research process. She has 
also pointed out that reflexivity in feminist research means “locating the self in the 
research” which Williams (1993) calls it “personal reflexivity”. According to Williams 
(1993) it means being aware of the ways in which self affects the research process and 
reflecting this impact rigorously to the readers.
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4.3.8. The critique of feminist research
Some of the authors like Hamersley (1992) criticised feminist methodology on the basis 
that it accounts for the issues of only one gender. He has argued that it is questioned 
whether researchers who endorse a superior and unique insight into a group, with respect 
to their own membership of that group, follow a fit and robust methodological approach. 
He believed that the emphasis on the uniqueness of the women’s experience ignores the 
social context which consists of both genders and it gives a restricted perspective to 
social science data. Thome & Varcoe (1998) with criticism to selectivity and specificity 
in feminist research stated that considering women separately from men means studying 
them in isolation from their cultural contexts and ignores men as part of the “solution” to 
women’s problems. Thome & Varcoe (1998: 483) cites Alcoff (1988) who believed that 
instead of beginning from a position where women are considered the sole focus of 
inquiry in women’s health research, their issues should be examined as gendered but not 
only as gendered in a larger context of relationships and culture, and with an awareness 
that women subjectively experience themselves as individuals affected by many factors 
beyond gender.
Thom & Varcoe (1998: 483) indicates “exclusive attention to women can contribute to 
blunting critical analysis by closing avenues inquiry and analysis”. Magurie (1996) 
asserted that if it is assumed that the only meaningful knowledge can be constmcted from 
the victim perspective, practically achieving to social injustice may be entirely 
inaccessible. Although radical feminists look at the women’s position in the social 
stmcture as Reinharz (1992:241) believes “feminists are interested in women as 
individual and as a social category”.
Furthermore, feminism has been criticised by Rothfreld (2002) because of its tendency to 
focus on the lives of particular women and not all like white middle-class women, 
women of colour, women from the developing world and working class women. The 
other critique for feminist research was pointed out by Hamersley (1992) who has argued 
that the term of methodology can not be applicable for feminist research as it uses the 
data collection and analysis of other methods and has no unique and specific rules and
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principles, although it has a distinct basis in feminist theory and epistemology (Holloway
1996).
4.3.9. Different schools of feminism
I emphasise here that there are many feminisms and there is no “one way” to do feminist 
research (Reinharz 1992; Stanley & Wise 1990; Thome & Varcoe 1998). Taylor (1998) 
argues that because of the presence of diverse views among feminists about the best 
strategies to achieve gender equality, feminist scholars have different perspectives about 
the kind of knowledge feminists should produce (Harding 1987), the appropriate method 
for doing feminist research and whether there is a distinct feminist methodology 
(Reinharz 1992).
In 1987 Sandra Harding, a philosopher, described certain social science models 
including feminist standpoint research, feminist empiricism and post-modern feminism. 
Olesen (1994) argues that considering long-standing feminist criticisms of the absence of 
women from or marginalized news about women in research reports, research done from 
the perspective of standpoint theories stresses a particular view that constructs on and 
from women’s experiences. In other words it takes women’s views as particular and 
privileged. Feminist empiricism focuses on working with thoughtful adherence to the 
standards of the current norms of qualitative inquiry, in any discipline. Their works 
proceeds based on the assumption of intersubjectivity and common created meanings 
between researcher and participants (Olesen 1994). Post-modern feminism searchs for a 
variety of representations and suggest a move to a feminist position which is inclusive of 
all women’s experiences. The reason is that they acknowledge the difference of women’s 
experiences across the various classes, races, and cultures (Allan 1999).
Olesen (1994) argues that emergence of these three models has led to the realization that 
all models have troublesome issues for feminist researchers. These issues derive from 
criticisms of qualitative work like bias, questioning adequacy and credibility, degree of 
participant’s involvement in the research and ethical concerns.
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Pohl & Boyd (1993) outlined three basic schools of thoughts within feminism including 
liberal feminism, radical feminism and socialist feminism. Liberal feminism considers 
that equal opportunities for women should be based on the same standards as for men, 
and individualism is valued. Radical feminist theory arose during 1960s as part of the 
women’s liberation movement and claimed that women’s oppression is a part of both 
macro and micro systems. Socialist feminism incorporated the biology, physical 
environment and society as factors which construct oppression. It claims that feminist 
theory has applicability to individuals as well as groups (Wittmann-Price 2004).
Although different feminist theoretical approaches may have various epistemological 
views about women’s place in the world but all are congruent in terms of their focus on 
women’s oppression, regardless of its origin and encourage methods for change, whether 
individually or as a group (Wittmann-Price 2004).
4.3.10. My feminist stance
As a Muslim female researcher, my religious beliefs directed me to the point that within 
wide range of expressions related to feminisms, I chose Islamic feminism which is 
Islamic in its form and content and advocates women’s and men’s rights. It can be 
understood from verse 35 of the thirty-third Surah (AL-Ahzab) of the Koran which says: 
“Muslim men and women believers, obedient men and women, truthful men and women, 
patient men and women, humble men and women, charitable men and women, fasting 
men and women, chaste men and women-those who mention and remember God, men 
and women, for all those God has prepared forgiveness and a great reward”.
I agree with Hassan (2005) who argues that Islam, like all other monotheistic religions, 
has a particular attention to human being, not by virtue of being a man or woman, but by 
virtue of being a human being: “We honoured every human being” (Surahl7: Al- 
Asra:70). I argue that Islam has a particular discourse regarding women and their rights. 
The presence of 30 verses in Koran regarding equality of women and men and also 
women’s right in different aspects of life, as Munir (2005) refers to, is an evidence for 
this claim.
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For this reason, I will follow the discussion on feminisms by brief elaboration of the 
evolution of Islamic feminisms and the perspectives of secular and Islamic feminist 
scholars in this relation. It is noteworthy that I have not argued this issue broadly, 
because there is a big debate around this topic and I have seen it in a glance to show my 
feminist stance. I did not find it essential to discuss this subject extensively and as it is 
being argued in current sociological literature.
4.3.11. Development of Islamic feminisms
At the beginning of the nineteenth century a few great Islamic scholars such as Sayyid 
Jamal-ad-Din Asadabadi (al-Afqani), Muhammad Abduh, Rashid Reza, and especially 
Qasim Amin tried to develop a modem, liberal, reformist and feminist reinterpretation of 
Islam (Badran 2002). At the end of 1980s the men and women of the Middle East made 
more statements about equality and justice for women based on religious texts. Egypt was 
a pioneer in articulating feminist thinking and in organising collective feminist activisms 
(Badran 2002).
Ahmed (1992) indicated that in Egypt women wrote in numerous women’s journals since 
1898. They also founded organizations for the intellectual movements of women in 1908 
and 1914. Ahmed has argued that over the first three decades of the century feminism 
became visible intellectually, then organizationally and politically. She also stated that 
critical tensions also emerged within feminist discourse and two divergent strains of 
feminism appeared. One became the dominant voice of feminism in Egypt and in the 
Arab Middle East and the second remained an alternative. The dominant voice affiliated 
itself with the westernizing and secularizing tendencies of the societies. The alternative 
voice, wary of and eventually even opposed to Western ways, articulated female 
subjectivity and affirmation within a native, Islamic discourse, typically in terms of 
general social, cultural and religious renovation, which was then called Islamic feminism.
Badran (2002) has also argued that the term Islamic feminism began to be visible in the 
1990s in various global locations. It was from the writings of Muslims that the term was 
discovered. Iranian scholar Ziba Mir-Hosseini explained the rise and use of the term
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Islamic feminism in Iran by women writing in the Teheran women's journal Zanan that 
Shahla Sherkat founded in 1992. Saudi Arabian scholar Mai Yamani used the term in her 
1996 book Feminism and Lslam. Turkish scholars Yesim Arat and Feride Acar in their 
articles, and Nilufer Gole in her book The Forbidden Modern (published in Turkish in 
1991 and in English in 1996) used the term Islamic feminism in their writings in the 
1990s to describe a new feminist paradigm they detected emerging in Turkey. South 
African activist Shamima Shaikh employed the term Islamic feminism in her speeches 
and articles in the 1990s (Badran, 2002).
4.3.11.1. Islamic Feminisms from Muslim and secular feminists^ perspective
Abou-Bakr (2001) argues that Islamic feminist discourse is a Koran-cantered one that 
distances itself from the entangled web of fiqh (Islamic rules inferred by Islamic Scholars 
which are called Mojtahedin) as well as existing socio-cultural realities of Muslim 
societies and their customs and traditions. It undoubtedly involves re-interpretations of 
several controversial verses to elicit meanings of equality and gender justice in order to 
counter the traditional interpretations that highlighted preference and superiority of men 
over women. She believes that the legal and religious rights of women are well known 
and illustrious in Koran and there is no doubt about it. The important issue is that they 
need accurate definition. Abou-Bakr says that the divergence between theoretical 
statements about the rights and status of women in Islam and the actual implementation 
or application of these rights needs to be addressed.
Hassan (2005) indicates that The Koran strongly guarantees all fundamental human 
rights, without reserving them to men alone. The first and most basic right emphasized by 
the Koran is the right to be regarded in a way that reflects the sanctity and absolute value 
of each human life.
Munir (2005) states that Islam is understood as a set of moral teachings and rituals^ which 
has intention to bring blessings to all mankind including women. There are at least 30 
verses in the Koran that support equality between women and men and that refer to 
women's rights in various aspects of life. She argues that many of these women-friendly
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Koranic verses are further supported by the Hadith, traditionally attributed to the Prophet 
Muhammad, which illustrate that the Prophet’s teachings do not at all put women in 
second place, but, on the contrary, are supportive of their position in society as equals.
Badran (2005) asserts that Islamic feminism is a feminist discourse and practice 
articulated within an Islamic paradigm. Islamic feminism, which derives its 
understanding and mandate from the Koran, seeks rights and justice for women, and for 
men, in the totality of their existence. Badran in an interview with Qantara (2005) said 
that Islamic feminism, as a discourse, grounded in the Koran and other religious texts. 
She added it is neither "Western" nor "Eastern", it is a universal discourse. There are 
many verses in the Koran, firmly indicating that Islam is a universal religion, knowing no 
geographical or cultural boundaries. This has been imparted in Surat Al-Nour. "God is 
the Light of heaven and the Earth. The parable of His light is as if there was a niche and 
within it a lamp...lit from a blessed tree, an olive, neither of the East nor the West." 
C%1:35).
To answer this question that whether the theory and practice of Islamic feminism as an 
ideology is more close to Islam or feminism, Badran believes that it is a tool to remind 
people what Islam recommends and encourages for women. It is not more Islamic or 
more feminist. The term Islamic feminism is an idea advocating that men and women 
have equal rights based on Koran and religious texts. Some Muslims who behave 
according to Koran do not consider themselves as Islamic feminists, because they have 
some stereotypical notions regarding feminisms which have affected their societies.
Moallem (1999) asserts neither feminism nor fundamentalism is located in the west or in 
the Middle East. Both are located within and beyond the borders of the nation-state. Both 
entered into different religious meaning systems. Moallem (1999: 324) emphasizes 
“feminism and fundamentalism have cross-fertilized to create hybrids that are feminism 
with fundamentalist elements and fundamentalism with feminist elements”. She argues 
“both western egalitarian feminism and Islamic fundamentalism begin from similar 
premises, both claim transnationalism in their attempt to reach people beyond the
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boundaries of the nation-state and both call for women’s subjectivity and participation” 
(Moallem 1999: 325).
Mir-hosseini (2004) points out that Islamic feminism is a new consciousness and a 
gender discourse which is “feminist” in its aspiration and “Islamic” in its language and 
gradually continues to be contested by both the majority of Islamists and some feminists. 
She also states: “The genesis of gender inequality in Islamic law lies in an inner 
contradiction between the ideals of Islam and the social norms of the early Muslim 
cultures (Mir-hosseini 2004: 5). She argues that while the ideals of Islam call for 
freedom, justice and equality, Muslim social norms and structures in the formative years 
of Islamic law impede their realization”. Fatima Memissi, the contemporary Moroccan 
sociologist and feminist writer in her book entitled: “The veil and the male elite: A 
feminist interpretation o f women’s right in Islam” (1987) has similarly argued that if 
women’s rights are a problem for some modem Muslim men, it is neither because of the 
Koran nor the Prophet, nor the Islamic tradition, but simply because those rights conflicts 
with the interests of a male elite. She has also argued that the sacred texts manipulation is 
a stmctural characteristic of the practice of power in Muslim societies. Leila Ahmed, an 
Egyptian American Professor of women’s studies and religion in her book, women and 
gender in Islam (1992) has likewise argued that the oppressive practices to which women 
are subjected are because of the prevalence of patriarchal interpretations of Islam rather 
than Islam itself. She believed that Islamic doctorine developed within an androcentric 
society which emphasized and institutionalized the gendered hierarchical voice and 
silenced the voice of equity and justice.
Afshar (1991) argues that Islamic women have this view that Islam calls for 
complimentarity on women as human beings, as partners to men and as mothers and 
daughters and demands respect for women. It recognizes the importance of women’s life 
cycles and gives them different roles and responsibilities and honors them for that which 
they do and has introduced female role models like Fatima, the Prophet’s daughter as an 
idolized role model, Khadija, the Prophet’s wife as a powerful representative of
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independence and Aishah, Prophet’s other wife as a political leader. Afshar states that it 
is not easy to offer denial of the Islamic women’s position.
Mir-hosseini (2004) has argued that the majority of Islamic feminist scholars have 
focused their energy on the Koran and have successfully undercovered the Koran’s 
egalitarian message.
Darvishpour (2005:3) cites Hjarpe (1995) a Swedish scholar of theology who separates 
Islamic feminism from Muslim feminism and argues that Muslim feminists have liberal 
view of Islam and endeavours to match it with contemporary millennium. They argue that 
Hadith and Shari’a are patriarchal reading of Islam and a feminist review of Koran could 
contribute to the development of women’s emanicipation in Islamic societies. But Islamic 
feminism is a part of fundamentalism and religious movement, and according to this 
trend, women’s identification with religious movements help Muslim women’s 
emanicipation. Badran (2005) in this regard has pointed out that a Muslim feminist uses 
one of the feminist discourses which may include nationalism, Islam, human right and 
democracy, that is, Islamic discourse is part of this feminist discourse, whereas “Islamic 
feminism is only grounded in Islamic discourse, as it is paramount or exclusive 
discourse” Badran (2005:1). Rostami Povey (2001) in her article entitled: “Feminist 
contestations of institutional domains in Iran”, points out the alliance between Muslim 
and secular feminists and argues that in the period 1990-2000, the elite women in Iran, 
i.e. Muslim and secular feminists found their own ways of coming together, making 
demands and pressurizing the institutions to reform laws in favour of women’s right. She 
argues that the breakdown of their association could have a great impact on gender 
relations and on the the process of democratization.
4,3.11.2. My standpoints regarding Islamic feminisms
I, as a Muslim believer, feel that Islam is a significant and basic component of my ethnic, 
cultural and even national identity. So I cannot overlook my religious principles, values, 
morals and ideals. For this reason, I look at feminism through the lens of my religion, 
Islam. I can only acknowledge the notions of feminism which is compatible with Islamic
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principles. Feminism is a particular discourse which arose first in the western societies 
and then appeared as various expressions in different societies. I am aware that different 
religions affected and changed it according to their teachings for women’s lives.
As I know, in Islam women always have been respected and valued. Putting women 
behind and in the second place in Islamic (mostly) Arab countries is more cultural than 
religious. It can be seen in some other societies as well. Prophet Mohammad (peace be 
upon him) was the first person who criticised the custom of burying alive girls in Arab 
tribes. In such a traditional society, he kissed his only daughter’ hand in public, to show 
the respect and honour of Islam to women. Emam Ali, the first Imam of Shia Muslims 
who had the leadership of Muslim society after Prophet Mohammad (peace be upon him), 
says that women are gentle and attractive like flowers, so must not be treated like 
combatants.
There are lots of books written by Shia Muslim scholars in favour of women’s rights. The 
most famous ones are “women’s right in Islam” by Ayatollah Mortaza Motahari and 
“women in the mirror of God’s beauty and magnificence” by Ayatollah Javadi Amolei 
and “women from the perspective of Islam and feminism” by Ayatollah Mohammad 
Ebrahim Jannaati which represent a radical rethinking of the Jurisprudential constructions 
of gender, as Mirhosseini (1999) points out in her book. In Iran, as I know, Mortaza 
Motahhari was one of the first people who started to write a series of articles about 
women’s rights in Islam in a magazine entitled “Today’s woman” in 1970s. He was a 
male clergy and a lecturer in Tehran University as well. It seems to me that he was one of 
the first people who gave the society a new Islamic view that advocated and supported 
women’s right in Islam which today it is called Islamic feminism. Being brought up in 
this culture has made me look at women as an entity which is valued and respected in 
Islam.
One of the criticisms to my study might be that while I am undertaking my study in a 
non-Muslim society, how I have selected Islamic feminism. But in my view, notions
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offered by Islam can be applicable for all societies; because according to the Koran, 
Islam is a universal religion and knows no geographical or cultural boundaries.
To sum up, in this research using an Islamic feminist perspective, I look at women’s 
infertility as one of the most important morbidities and impairments of women in the 
field of women’s health which I, as a midwife, am responsible to resolve it through 
drawing attention of policy makers to infertile women’s health care. I discuss this issue in 
detail later in this chapter.
4.3.12. Application of feminisms in women’s health research
Feminist research has evolved to a position of reputation in the study of women’s health. 
It seems an ideal posture from which developing a body of health knowledge for and 
about women (Thome & Varcoe 1998). Harding (1987) in this relation argues that unique 
power of feminist research arises from features like 1) using women’s experiences as a 
resource for determining the issue to be inquired and theories to be developed 2) 
designing research for women 3) focusing on new subjects for inquiry and 4) locating the 
researcher in the same critical plane as the subject matter. Thome & Varcoe (1998) argue 
that such a power gives women’s health researchers an opportunity to inquire women’s 
experiences and to focus on issues of importance to women.
Johns (1999) argues that feminist theory claims that women require a safe space to have a 
“voice” and in the medical context this safe space is interpreted as a flexible environment 
for decision-making. Nurse feminist theorists propose equal rights, equal treatment and 
caring and emancipated decision-making as basic values (Wittmann-Price 2004). 
Wittmann-Price (2004) argues that emancipation in decision-making is a process that 
promotes humanistic patient care and professional growth in the clinical realm of 
decision-making for women. Additionally, it promotes arriving at free choices in 
decision-making by women, who make the majority of health care decisions for 
themselves and their family members. O’Connor et al. (2002) reported a higher 
contribution of women in health care decisions in comparison with men (71% vs. 55%).
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Wittmann-Price (2004) conducting a literature review from 1985 to 2003 about the 
concept of emancipation in women’s health care, argues that for occurrence of 
emancipated decision-making in the clinical setting of women’s health care, particular 
attributes must be present. These attributes include reflection, personal knowledge, 
empowerment, awareness of social norms and a flexible environment. Reflection means 
thinking critically about the gained information in order to synthesize it into a decision. 
Personal knowledge refers to women’s awareness that they have thought about 
alternatives presented in health care. Empowerment can be interpreted as professional 
knowledge conveyed to patients within nurse-patient relationship, which is some kind of 
power that is shared or transmitted to the patients. Awareness of social norms means 
awareness of how society places values on the alternatives being considered and making 
appropriate health care decision without paying attention to popularity of those choices in 
the current social climate. A flexible environment is described as a non-judgmental 
environment to support women’s freedom of choice; because if the chosen alternative 
approach any sort of sanction, it would be another type of oppression (Wittmann-Price 
2004).
4.3.13. Feminism andinfertility
Solomon (1988) has argued that before development of new reproductive technologies 
infertility was not particularly an issue within feminist circles. These technologies have 
brought significant changes to the way in which pregnancy, childbirth and infertility was 
“treated” by the feminists (Woollett & Boyle 2000). Solomon (1988) pointed out that the 
only branch of feminism which has dealt with infertility is that dealing with reproductive 
technologies. Solomon viewed this dealing of feminist theory with infertility as 
“indirect”; because reproductive technology is a far broader issue than just infertility 
treatment.
There is considerable debate among feminists regarding whether these technologies 
enhance or constrain women’s choice. Woollett & Boyle (2000) argued that some 
feminists see the new reproductive technologies as empowering and increasing women’s 
choices, whereas others discuss that male physicians control further women’s lives and
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identities. Rothman (1988) argued that most of the feminists consider full rights of bodily 
autonomy for women and pointed out that women have control over their bodies, 
gametes, embryos and foetuses till birth. They are concerned about medicalization of 
pregnancy and childbirth. Rowland (1992) argues that development in reproductive 
technologies can be deemed as maintaining patriarchal system. The reason is that 
women’s reproduction is increasingly controlled by a largely masculine medical 
profession. Solomon (1988: 45) cites FINRRAGE- Feminist International Network of 
Resistance to Reproductive and Genetic Engineering (1985) that believes IVF is the 
“fragmentation and separation of the female body into distinct parts for its scientific 
recombination”.
Solomon (1998) argued that FINRRAGE has exposed women’s exploitation and 
suffering because of using reproductive technologies, but the feminist movement has not 
yet found a viable alternative to deal with that suffering. She pointed out that coming up 
with the alternatives is an incredible achievement and will be attained by the 
implementation of feminist theory into practice.
Allan (1998: 28, citing Spallon 1998) has argued that feminists, using the term “new 
reproductive technologies” instead of “assisted conception”, have tried to demonstrate 
these technologies as a continuation of male domination over women through the 
medicalization of women’s bodies. Raymond (1993) argued that these technologies also 
strengthen the importance of motherhood as a biological relationship and prevent the 
promotion of alternative discourses of motherhood.
4.3.14. My critiques on feminism
I agree with feminist scholars like Reinharz (1992) and also Hammersley (1992) and 
Thome (1998) who are interested in women as individual as well as a social category. I 
believe that women’s health issue, particularly infertility, cannot be sought just 
considering women’s concerns and studying them in isolation. Women should be studied 
in a broader marital and social context.
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Considering infertility investigations and treatment, in which both women and men are 
involved, we need to talk about oppression of women and men, if we recognize 
oppression caused by assisted reproductive technologies. I acknowledge that most of the 
infertility procedures are gender-specific, that is, wives have to spend more time for 
investigation and treatment than husbands. Allan (1998) has argued that medical 
professionals use the term “assisted conception to show the work they are engaged in 
which is assisting the infertile couples to become pregnant. I agree with Allan(1998) who 
indicates that in this process women actively participate and they are the ones who want a 
chance to conceive. Hence, viewing use of assisted reproductive technologies as a kind of 
oppression by a largely masculine medical profession is problematic.
On the other hand, Boivin (1998) argues that both infertile men and women appeared to 
be equally sensitive to ART treatment and both respond to it with ambivalent feelings 
including emotional distress. Merari et al 2002and Kentenich (1989) have argued that 
only styles of approaching infertility are different in two genders, otherwise both are 
involved in an emotional crisis. I acknowledge that a large body of infertility literature 
have affirmed that infertility affects women more than men, but at least the psychological 
impacts of infertility on men cannot be overlooked. For this reason, I argue that both 
infertile women and men suffer from infertility and the couples, not just women, should 
be considered in the process of treatment and should be provided care. Infertile men 
because of their gender should not be ignored. Thus I do not entirely agree with 
Harding’s (1987) definition of feminist research as being about women, by women and 
for women; although my study has only included infertile women and has been 
conducted by a woman, but its outcomes can be applied to women and men’s health. In 
women’s health we can not see women in isolation; rather we should see women in the 
context of family and society.
4.3.15. The rationale for selecting a feminist perspective
The purpose of feminist inquiry is to view the world from an alternative perspective that 
places women in the centre (McCormic & Bunting 2002). This perspective is valid in 
examining infertility because existing infertility research suggests that infertility affects
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women more deeply than men (Blenner 1992; Griel 1997; Merari et al 1996; Nachtigall 
et al 1992; Whiteford & Gonzalez 1995). However, as I mentioned before men also are 
vulnerable in this process. The notion that infertility is a feminist issue has been pointed 
out by some feminist authors who have themselves experienced infertility as a crisis in 
their own lives (Allan 1998; Poster 2004; Solomon 1988; Woollett 1996).
Some infertile women are mutually oppressed, firstly, by themselves because of their 
absolute desire for having children and finding no way for getting rid of this crisis apart 
from medical facilities which itself imposes oppression on the women, and secondly, by 
the society which pressurizes them to fulfil a social norm. Taking religious attitudes and 
perspectives into account for treatment of infertility is another burden for women who are 
strong believers. So as Solomon (1988) points out, infertility must be dealt with on two 
levels by the feminist movements: personal and social. At the personal level infertile 
women are likely to be told by feminist activists that motherhood can not be always the 
central issue in life. Poster (2004:1) states “if I can reduce the pain that infertility causes, 
then I believe, as a feminist, I accomplished something important for women”. At the 
social level, it is needed to work towards changing society to the view that infertility is 
not a stigma and infertile women are not socially ostracized. Solomon (1998) in relation 
to this issue asserts that societies need to be educated, spoken to about infertility as an 
everyday reality for at least 10 percent of women. The cultural discourse of femininity 
and women’s social role in the context of this thesis will be discussed in more details in 
page 175.
Awareness of the insufficient degree of research on infertile women’s experience in a 
religious and spiritual context was another factor which encouraged me to adopt a 
feminist research. Because I have the same view as Lauver (2000) who argue that both 
women’s health and women’s spirituality share feminist foundations, that is, placing 
women at the centre of the reflection and activity. They both share a goal of women’s 
overall health promotion and respect the interdependence of body, mind and spirit. One 
common theme between women’s spirituality and women’s health is integration which 
means to bring body, mind and spirit together into a harmonious whole. The process of
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integration involves valuing self. When women value themselves, they choose not to be 
victims of internalized discrimination and oppression. Moreover, they do not treat 
themselves less well than they treat others (Lauver 2000).
I believe that from feminist point of view women have the right to obtain adequate 
information when they are on the journey of investigation and treatment, because I have 
frequently seen infertile women who do not have adequate information about different 
procedures and huge manipulations which their body will be undergone, their risks and 
also their possible outcomes. So, as Solomon (1988) indicates, trying to embrace a 
feminist view will empower infertile women by giving them all available information and 
realistic counselling. Additionally, women need to decide themselves about all the 
treatment procedures and technologies which are proposed by the medical team. I 
acknowledge that having freedom of choice to decide about what medical experiments 
will do with women’s body is a feminist issue. Feminist authors have criticized 
treatments and their potential hazards for infertile women (Allan 1998; Rothman 1988), 
particularly regarding reproductive technologies which, as Rothman (1988) argues, 
exacerbate possibilities for exploiting some women or reinforce societal attitudes 
concerning the imperatives of biological parenthood. Simultaneously, these techniques 
will tend to isolate and exploit certain groups in the society like surrogate mothers and 
gamete donors.
In addition to the role of treatment procedures in jeopardising women’s health, it seems 
to me that reproductive technologies are expensive and this is itself another pressure on 
women and should be covered by national medical care and health insurance, because all 
infertile women as human beings have the right to have a family. I, personally, have been 
confronted with women who have changed their career, or worked overtime or even 
borrowed from others to be able to afford their treatment expenses. Considering that their 
suffering from poverty will be added to the grief and suffering from infertility, it is 
worthwhile that feminists try to change the policies towards providing equal access to 
healthcare for infertile women regardless of their economic status.
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Finally, according to Solomon (1988) it is a necessity that infertility as a central issue in 
the lives of considerable number of women becomes a central issue in feminist theory 
and feminist practice too and in my view conducting more research on different 
dimensions of infertile women’s life will alter policy makers’ attitudes and stances 
towards infertile women’s issues.
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4.4. An overview of Grounded theory
Grounded theory is a research method initially described by Barney Glaser and Anselm 
Strauss in 1967 in their book, “Discovery of Grounded Theory”. The former initially 
trained in quantitative social research methods at Columbia University and the latter in 
the more qualitative research tradition at the University of Chicago (Robrecht 1995). The 
grounded theory method was further elaborated by Glaser in his 1978 book “Theoretical 
Sensitivity” (Wuest et al 2002). It was bom of their philosophical debate and through a 
series of practical research studies into the sociology of health and illness and the health 
care professions. It was the result of their attempts to improve the theory-research-gap 
that had not bridged by studies using the logical deductive reasoning as a method of 
inquiry. Grounded theory was therefore developed at that time as an alternative to the 
positivist research approach which was popular in sociology (Jeon 2004; Glaser & 
Strauss 1967).
Glaser and Strauss’s (1967) work is seen as a revolution in sociological research. 
Charmaz (2000:11) indicates the reasons as: “challenging a) arbitrary divisions between 
theory and research, (b) views of qualitative research as a precursor to more rigorous 
quantitative methods (c) claims that the quest of rigour made qualitative research 
illegitimate (d) belief that qualitative methods are unsystematic (e) separation of data 
collection and data analysis and (f) assumptions that qualitative research could produce 
only descriptive case studied rather than theory development”.
4.4.1. Nature of grounded theory
The grounded theory approach is a qualitative research method that systematically 
applies specific procedural steps to ultimately develop a grounded theory, or theoretically 
complete explanation about a particular phenomenon (Stem 1980; Strauss & Corbin
1990). In grounded theory instead of verifying pre-existing theory, the aim is to build 
theory which is “grounded” in the research data (Annels 1996a). So, it derives its name 
from its method of grounding theory in data in order to contribute to “closing the 
embarrassing gap between theory and empirical research (Glaser & Strauss 1967).
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It represents an advance in the technology of handling qualitative research in the natural, 
every day world (Chenitz & Swanson 1986). It is a rigorous and time-consuming 
approach, but is very important for health research (Annels 1996a). As Strauss & Corbin 
(1990) argue grounded theory is discovered, developed, and provisionally verified 
through systematic data collection and analysis of data pertaining to a phenomenon. 
Therefore, data collection, analysis and theory stand in reciprocal relationship with each 
other. One does not begin with a theory, and then prove it. Rather, one begins with an 
area of study and what is relevant to that area is allowed to emerge. Grounded theory as a 
method of qualitative research is a form of field research. Field research refers to 
qualitative research approaches that explore and describe phenomena in naturalistic 
settings such as hospitals, outpatient clinics, or nursing homes. The purpose of field 
studies is to examine in an in-depth fashion of the practices, behaviours, beliefs and 
attitudes of individuals or groups as they normally function in real life (Polit & Hungler,
1991).
4.4.2. Application of grounded theory
Like most of qualitative research, grounded theory makes its greatest contribution in 
areas that little research has been done. In these areas, theory testing can not be done 
since the variables relevant to the concepts have not yet been identified (Stem 1985). 
Therefore one of the applications of grounded theory is in preliminary, exploratory, and 
descriptive studies (Glaser and Strauss 1967). In these situations grounded theory and 
other forms of qualitative research are widely acceptable since they are considered 
precursors for further investigation (Chenitz & Swanson 1986).
According to Glaser (1978), grounded theory is an interpretative research methodology 
that is useful to generate research-based knowledge about the behavioural pattems 
(Glaser 1978) that shape social processes as people interact together in groups. Grounded 
theory allows for the exploration of the interaction between subjective experience and 
social stmcture. Grounded theory researcher sets out to discover pattems of behaviour in 
a particular group of people in a certain context. The key word is discovery; the research 
is exploratory allowing for identification of variables that will be integrated into a theory.
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The discovery mode asks the question, “what patterns can I identify in the problem and 
how are these patterns related”? (McCallin 2003)
The purpose of research is to identify the core variable or the process that describes the 
characteristics of a particular social world (Chenitz & Swanson 1986). When the core 
variable or basic social process which accounts for most of the variations in the behaviour 
about the problem is identified, the focus of the research changes from studying the social 
unit in general to the studying the process (Glaser 1978). Grounded theory is a research 
method that is useful to discover dominant social and structural processes that explain 
behaviour in the situation under study (Wuest et al 2002). Application of this approach 
develops explanations of key social processes or structures that are derived from or 
grounded in empirical data (Hutchinson 1993). It is also applicable for the studying of 
fundamental patterns known as socio-psychological processes which account for 
variation in interactions around a phenomenon or problem (Chenitz & Swanson 1986).
4.4.3. Theoretical perspective of grounded theory
Grounded theory methodology is rooted in the theoretical perspective of symbolic 
interactionism. The foundation of symbolic interactionism was laid in the early 1900s by 
George Herbert Mead, a social psychologist from the Chicago sociological tradition. It 
was advanced further by another sociologist from the University of Chicago, Herbert 
Blumer (1969) who endeavoured to establish symbolic interactionism as a research 
approach (Jeon 2004).
Symblic interactionism is a theory about human behaviour. In addition, it is an approach 
to the study of human conduct and human group life. It concerns with the study of the 
inner or “experiental” aspects of human behaviour, that is, how people define events or 
reality and how they act in relation to their beliefs. The goal of this tradition is to 
understand the complex word of lived experience from the point of view of those who 
live it (Chenitz & Swanson 1986).
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In symbolic interactionism it is believed that people behave and interact based on how 
they interpret or give meaning to specific symbols in their lives (Streubert & Carpenter
1999). It focuses on the meaning of events to people in natural or everyday life. The 
concept of self is central to symbolic interactionism. It leads to meaning and self-directed 
behaviour. According to symbolic interactionism, the concept of self is unique to 
humans. A human has a concept of self and also acts toward self as toward others and 
communicate with self. The human ability to hold the concept of self and for self­
interaction is the basis for the formulation of meaning and experience in the world 
(Chenitz & Swanson 1986).
For symbolic interactionists, “meaning” is one of the major elements in understanding 
human behaviour, interactions and social processes. They claim that to reach a full 
understanding of a social process, the inquirer needs to “grasp” the meanings that are 
experienced by the participants within a particular context (Chenitz & Swanson 1986).
4.4.4. Literature review in grounded theory
There are different views regarding the time of literature review when a grounded theory 
method is used. It is well documented that the researcher should avoid conducting a 
literature review prior to commencing data collection and analysis (Stem & Allan 1984; 
Lincoln and Cuba 1985; Strauss and Corbin 1994). Another view was suggested by 
Hutchinson (1994), who recommends the priority of literature review before data 
collection and analysis. According to Hutchinson, it is the literature review that can 
identify the gaps in knowledge, or help provide a rationale for the proposed research 
(Cutcliffe 2000).
Perhaps the apparent disagreement between these two positions can be explained if one 
considers the longitudinal nature of the generation of knowledge, and the different 
positions that these arguments appear to occupy on this longitudinal continuum (Cutcliffe
2000). Hutchinson’s arguments can be located in a position that the researcher just wants 
to start and asks: “What do I need to know about this phenomenon?” Therefore, at this 
point, she has not begun to consider what the most appropriate methodology is. Whereas,
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Lincoln & Guba’s and Stem’s argument can be located in a position that has the starting 
point. They have already recognized that there is a distinct dearth or even absence of 
knowledge conceming the phenomenon, and therefore have already decided that a 
grounded theory method would be suitable. Consequently their arguments appear to 
occupy a position further along the continuum of knowledge generation. Given these 
considerations both arguments appear to be logical and not necessarily contradictory of 
one another.
Sometimes a literature review is needed in order to clarify concepts and define terms. In 
this case the key question is how rigorous and thorough should this literature review be 
and at what stage of theory induction it should be carried out? According to Smith and 
Biley (1997), a detailed and comprehensive literature review is not the first stage in 
grounded theory. McCallin (2003) states that original literature review is regarded as a 
base of data for comparison with emerging concepts, as, previous knowledge helps 
integration of data into a study and refining emerging concepts and categories using 
constant comparative analysis.
4.4.5. Theoretical sampling
Theoretical sampling is one of the key aspects of the grounded theory methodology that 
decides the quality of the generated theory (Jeon 2004). It seems to have originated with 
the discovery of grounded theory, which was first developed by the sociologists Glaser & 
Strauss in 1967, as a rigorous method of analysing qualitative data in order to produce a 
theory (Coyne 1997).
Theoretical sampling defined as “the process of data collection for generating theory 
whereby the analyst jointly collects, codes, and analyses his data and decides what data to 
collect next and where to find them, in order to develop his theory as it emerges” (Glaser, 
1967 :45). It is the particular approach adopted by grounded theory researchers. Indeed, 
the researcher continues selecting interviewees until they are saying nothing new about 
the concepts being explored. Thus, as Baker (1992) asserts, the selection of participants
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(and other sources of data) is a function of the emerging hypothesis/hypotheses and the 
sample size is a function of the theoretical completeness.
Sampling within grounded theory is therefore described as “theoretical” rather than 
purposeful (Becker 1993; Coyne 1997; Cutcliffe 2000; Glaser 1987). But it does involve 
the purposeful selection of a sample in the initial stages (Coyne 1997). Glaser (1978) 
acknowledges that in the initial stages of a study, researchers will go to the groups which 
they believe will maximize the possibilities of obtaining data and leads for more data on 
their question. In other words, they begin by talking to the most knowledgeable people to 
get a line on relevancies.
4.4.6. Data collection
In grounded theory studies data can be collected through, interview, observation in the 
field, documents, field notes, literatures or a combination of these sources. Formal as 
semi-structured interviews, informal interviewing, participant observation, and diaries are 
valid means of data generation (Holloway & Wheeler 2002; Streubert & Carpenter 1999; 
Chenitz & Swanson, 1986). Even researcher’s previous experiences can be a source of 
data, as according to Glaser and Strauss (1967) a researcher does not approach the study 
with an empty mind.
Glaser and Strauss (1967:65) indicate “different kinds of data give the analyst different 
views or vantage points from which to understand a category and to develop its 
properties” which they call it “slices of data”. This variety is beneficial for generating 
theory and yield more information on categories and makes the research very exciting to 
the researcher. But grounded theorists use interviews and observations more frequently 
than other data sources (Holloway & Wheeler 2002).
Chenitz & Swanson (1986) recommend two approaches including formal and informal 
interviewing in grounded theory. Formal interviews which apply to achieve in-depth 
information in a private setting and from respondents recruited from predetermined sites 
can be conducted as structured or unstructured. The unstructured interviews are most
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commonly used to collect qualitative data in the respondents own words, to gain a 
description of the situation and to elicit detail. In the structured formal interview, the 
researcher may use of an interview guide containing a set of brief general questions or a 
topical outline (Swanson 1986) which is referred to by Rubin and Rubin (1995) as semi­
structured interviews which come from the same family but with different approach. In 
semi-structured interview the researcher needs to more focused and specific information 
which obtain them through opening the discussion and using clarifying or exploratory 
probes to clear up ambiguities and elicit additional answers (Duffy et al. 2004; 
McCrossan 1991). This method gives an opportunity to the researcher to pursue issues 
with particular significance to the research question and more exploration of comments 
made by the interviewees. Additionally it allows flexibility in the sequence of questions 
and in the depth of exploration which is congruent with grounded theory methodology 
(Rose 1994; Fielding 1994).
4.4.7. Rigour and grounded theory
The criteria for rigour which have been proposed by Glaser & Strauss (1967) depend on 
credibility, plausibility and trustworthiness, both in different phases of research process 
and in the phase of theory generation. Glaser (1987) also mentioned the criteria for 
judging the rigour of a grounded theory as fit, work, relevance, modifiability, parsimony, 
and scope. Hall & Gallery (2000: 261 citing Glaser 1978) indicated that “fit” refers to the 
relationship of core category to the salient social problem and its ability to account for 
most of the variation in behaviour used to address the problem. “Relevance and work” 
are defined as the relevance of the core category to the data. A core category that fits is 
relevant and not only is subject to qualification and modification but also integrates a 
theory so that it is dense and saturated with relationships. Accounting for as much 
variation in the data with as few concepts as possible maximizes “parsimony and scope”.
Strauss and Corbin (1990) emphasise that for judging the rigour of a grounded theory, 
judgement about three issues is necessary: first, judgement about validity, reliability and 
credibility of the data; second, judgement regarding the adequacy of research process 
through which the theory is generated, elaborated, or tested, and third, judgement about
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the empirical grounding of the research findings. Strauss and Corbin’s (1990) criteria for 
judging the rigour include plausibility, reproducibility, generalisability, concept 
generation, systematic conceptual relationships, conceptual density, variation, the 
presence of process, and significance of theoretical findings.
Plausibility means the degree to which the research process and theoretical formulation 
fit reality, and are understanding and useful (Hall & Callery 2000). Reproducibility refers 
to the ability of another researcher to follow the same theoretical perspective, the same 
general rules for data collection and analysis of the original researcher within a similar set 
of conditions and being able to develop a similar theoretical explanation about a given 
phenomenon. Generalisability refers to systematic and widespread theoretical sampling 
which is associated with discovery of more variations and as a result building a theory 
with more precision and generalisability (Strauss & Corbin 1990). Concept generation in 
a grounded theory should be technical and not common sense (Strauss and Corbin 1990). 
Systematic conceptual relationships refer to a systematic linkage between concepts which 
should be presented as a list of hypothesis or propositions (Strauss & Corbin 1998). 
Conceptual density is defined as tight link between the categories and their subcategories 
and the other categories as well in terms of paradigm features. Variation refers to the 
range of variation in phenomenon, conditions, actions/ interactions and consequences 
(Strauss & Corbin 1990). Process may be described as stages or phases and also as 
fluidity or movement of action/ interaction over the passage of time in response to 
prevailing conditions (Strauss & Corbin 1990). Significance of theoretical findings means 
the ability of research to deliver new information or to produce guideline for action.
Hall and Callery (2001) claim that Glaser’s (1978) and Strauss and Corbin’s criteria for 
rigour are problematic because they assume that a natural world is available for 
observation and analysis and they do not attend to the effects of interactions between 
researchers and participants, because data are produced through the creation of meanings 
during processes of interaction and the quality of data will be influenced by the nature of 
relationship between researcher and participant (Hammersley 1987). Hall and Callery 
(2001:257) argue that “refiexivity and relationality which are defined as attending to the
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effects of researcher-participant interactions on the construction of data and to power and 
trust relationship between researchers and participants should be incorporated into 
grounded theory”.
In my study, applying a feminist perspective to grounded theory approach, a strong 
connection developed between “researcher” and “researched” during the course of study 
and lasted beyond it, sometimes only in memory and sometimes in actuality. This 
relationship went further than the realm of research and entered the personal lives of 
individuals. This blurring of the distinction between formal and personal relationships is 
a characteristic of feminist research (Reinharz, 1992). Thus I support Hall and Callery 
views regarding incorporating of relationality into grounded theory. I have discussed 
further about the rigour of my study in the processes of data collection (P. 132) and data 
analysis (P. 163).
4.4.8. Data analysis in grounded theory
The grounded theory approach is a general methodology of analysis linked with data 
collection that uses a systematically applied set of methods to generate an inductive 
theory about a substantive area (Glaser 1992). The analysis is carried out through a 
detailed grounding by systematically and intensively analysing data, often sentence by 
sentence or phrase by phrase of the documents by constant comparison. (Strauss 1987). 
This process is referred to as “microanalysis” in which researcher through careful 
scrutiny of data would be able to uncover new concepts and novel relationships and to 
systematically develop categories from the beginning of data collection (Strauss & 
Corbin 1990). The focus of analysis is not merely on collecting or ordering “a mass of 
data” but on organising many ideas which have emerged from analysis of the data 
(Strauss, 1987).
Microanalysis comes with features of coding which is not a structured, static and rigid 
process. Instead, it is a free-flowing, dynamic and creative one in which an interplay 
occurs between analyst and data during analytic process (Strauss & Corbin 1998).
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Both Glaser (1992) and Strauss (1987) describe coding as conceptualizing data by 
constant comparison method. Strauss (1987) has argued that coding is an essential 
procedure and the excellence of the research largely depends on the excellence of the 
coding. Glaser (1992) distinguished two types of coding including substantive (open) and 
theoretical (selective) coding, but Strauss and Corbin (1990) described three levels of 
coding consisted of open, axial and selective coding.
4.4.8.1. Open coding
According to Glaser (1992:16) open coding is “the initial stage of constant comparative 
analysis before delimiting the coding to a core category and its properties-or selective 
coding. The analyst starts with no preconceived codes and remains entirely open”. He 
believes that the initial categorising of incidents through the constant comparative 
method is the first basic analytical step into the data which resulted in the initial 
discovery of categories and their properties. Strauss and Corbin (1990: 61) describe open 
coding as “the process of breaking down, examining, comparing, conceptualizing, and 
categorising data”. Both Glaser and Strauss believe that open coding can be carried out 
through a variety of ways. It might be as a line-by line analysis which involves close 
examination, phrase by phrase, and even sometimes of single words. Perhaps it is the 
most detailed but the most generative type of analysis. It also can be accomplished by 
coding sentences or paragraphs and the main question here is “what is the major idea 
brought out in this sentence or paragraph. This approach is especially useful when several 
categories already defined. Third way of coding is looking at an entire document to ask 
what seems to be going on here (Glaser 1992; Strauss & Corbin 1990). The approaches of 
Glaser and Strauss to open coding are similar except of more emphasis of Glaser on 
codes’ emerging through the data than Strauss (Kendall 1999).
Glaser & Strauss (1967) assert that the rule for constant comparative method is that while 
coding an incident for a category is being done, its comparison with the previous 
incidents in the same and different groups coded in the same category should be taken 
into account. This process helps the analyst to start thinking about the full range of types 
of the categories, their dimensions and properties and their relationship to each other.
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4.4.8.2. Axial coding
Axial coding, as an intermediary set of coding procedure which was defined by Strauss 
and Corbin is the main controversy between Glaserian and Straussian mode of analysis. 
According to Strauss & Corbin (1990) axial coding is a set of procedures in which data 
are put back together in new ways by making connections between a category and its 
subcategories This is carried out through using a paradigm model denoting phenomenon 
(the central idea which data referring to), causal conditions that give rise to it, the context, 
i.e. its specific set of properties, the action/ interactional strategies by which it is handled, 
managed, carried out and the consequences of those strategies. Using this model gives 
density and precision to the grounded theory analysis and helps researcher to think 
systematically and relate data in complex ways (Strauss & Corbin, 1990).
The phenomenon is identified by responding to this question: “what is the action/ 
interaction all about?” (Strauss & Corbin 1990). Causal conditions point to the events 
which lead to the occurrence or development of a phenomenon and could be determined 
by using terms such as “when’, “while”, “since”, “because”, due to”, “on account o f’ in 
the data (Strauss & Corbin 1990). A context represents the specific set of properties 
which relate to a phenomenon and is also a particular set of conditions within which the 
action/ interaction strategies are taken to respond to a phenomenon (Strauss & Corbin 
1990). These conditions include time, culture, economic status, history and individual 
biography which are called intervening conditions can either facilitate or constrain the 
action/ interaction strategies (Strauss & Corbin 1990). Action/ interaction strategies are 
the policies for managing, handling and responding to a phenomenon as it exists in the 
context. Consequences are the outcomes of implementing the action/ interaction 
strategies which may be actual or potential and occur now or in the future. Failing to take 
action/ interaction also has consequences which should be considered in grounded theory 
(Strauss & Corbin 1990).
As it was mentioned one of the most important debates is the controversy surrounding the 
axial coding. This debate has been broadly occurred in Glaser’s book (1992) entitled: 
“emergence vs. forcing, basics of grounded theory analysis”. In this book Glaser mostly
109
Rohab Latifnejad Roudsari Chapter 4: Methodology
emphasises emergence instead of forcing data and avoiding asking preconceived 
questions and methodological techniques. He criticises strauss’ labelling strategy and 
says that Strauss method of labelling and then grouping, which he calls categories, is 
totally unnecessary and tedious and is a waste of time. From Glaser’s point of view using 
the constant comparison method provides the analyst “conceptual power” rapidly and 
categories and their properties emerge as a result of further comparison (Glaser, 1992: 
43). Glaser believes that the Strauss’s approach is “full conceptual description” not 
grounded theory because the purpose of grounded theory is generating theory rather than 
verifying it (Charmaz 2000; Holloway & Wheeler 1996). Also Glaser criticises the 
paradigm model and asserts that “to use this model out of hand will merely give the 
appearance of making the analyst think systematically about data and relate them in 
complex ways. In actuality it teaches the analyst to force a full conceptual description on 
data with no questions about whether the links are relevant to any emerging theory that 
really explains how the participants process their main concern” (Glaser 1992:63). In this 
regard, Annells (1997a: 125) indicates “Strauss and Corbin’s recommendation to use the 
paradigm model may be a result of their intention to produce a grounded theory which 
provides an understanding of causative, conditional, and intervening factors in social 
interaction process, so that a problem can be managed”. Annells (1997a) argues that 
paradigm model will produce an action-focused and potentially problem-solving 
grounded theory which assumed more useful and more pragmatic.
4,4.8.3. Selective coding
Glaser (1992: 57) indicates that selective coding means “to cease open coding and to 
delimit coding to only those variables that relate to the core variable, in sufficiently 
significant ways to be used in a parsimonious theory”. He indicates that selective coding 
is started after and only when the analyst has found the core category which is simply 
emerged from constant comparative method. According to Strauss and Corbin (1990:116) 
selective coding means “the process of selecting the core category, systematically relating 
it to other categories, validating those relationships, and filling in categories that need 
further refinement and development”.
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In the phase of selective coding, the integration of the categories must be undertaken. 
Integration is a more complicated process than axial coding to do a higher more abstract 
level of analysis. It can be accomplished through five steps which involve explicating the 
story line, relating subsidiary categories around the core category, relating categories in 
the dimensional level, validation those relationships against data and filling in categories 
that need further refinement and/or development (Strauss & Corbin 1990).
Identification of the story line needs to the conceptualization of a descriptive story about 
the central phenomenon of the study. For this reason, it is required that one of the 
categories which is abstract enough to encompass all categories to be selected as the core 
category (Strauss & Corbin 1990). The core variable, then, is the central process which 
seems to dominate the scene and is the heart of the matter being studied (Stem 1985). If 
no single category has the mentioned criterion, the researcher must give a name to the 
central phenomenon. It is no matter if the core category be a noun, a combined adjective 
and participle, or a participle and noun. The only requirement is fittingness of the 
conceptual label with the story (Strauss & Corbin 1990).
The next step in selective coding is development of the core category in terms of its 
properties and relating the subcategories of the core category (Strauss & Corbin 1990; 
Strauss 1987). Once the properties of the core category were identified, the next step is to 
relate the other categories to it and making them subsidiary categories by means of the 
paradigm-conditions, context, strategies, consequences (Strauss & Corbin 1990). 
Validation of the relationships between core category and the other categories, the 
conceptual relationships which was built up during axial coding and was loose and 
tangled should be uncovered and refined (Strauss & Corbin 1990). Using the memos 
which have been provided, either graphically or naratively, the analyst should make 
statements of relationship and validate theses statements with the data (Strauss & Corbin 
1990).
After building up the theoretical framework, the analyst can go back to the categories and 
fill in any missing data. It gives the data more conceptual density and specificity. Filling-
111
Rohab Latifnejad Roudsari Chapter 4: Methodology
in can continue even till the phase of writing for publication as writing itself can uncover 
minor gaps in the theoretical formulation (Strauss & Corbin 1990). According to Kendall 
(1999) both Glaser and Strauss define the processes of theoretical/ selective coding 
similarly and point out they are processes which systematically relate the core category to 
other categories and integrate and refine the categories into theoretical construction. But 
they utilize them differently and so generate different theoretical products. Heath and 
Cowley (2004:145 ) refer to the difference between the terms “selective” and 
“theoretical” and argue that “the construction seen in Strauss and Corbin’s axial coding 
continues in selective coding, with coding focusing on one category at a time until the 
researcher feels ready to select the core and focus analysis on integration”.
4.4.9. Comparison between Glaser and Strauss
The classic mode of grounded theory introduced by Glaser and Strauss in 1967 is being 
used in varying forms and, as Benoliel (1996) states, is undergoing a decade of 
diversification. The most important deviation form original grounded theory occurred in 
1990 when Strauss and Corbin suggested using of a new coding process entitled 
paradigm model. Glaser mentioned Strauss’ work as a shocking neglect of Glaser’s 
original formulation and ignorance from theoretical coding (Glaser 1992) and condemned 
him to forcing for conceptualizations on data which is dramatically in opposition to 
emergence of categories (Glaser 1992) and ultimately will produce “a forced, 
preconceived, full conceptual description” (Glaser 1992).
Strauss and Corbin did not respond Glaser directly but they pointed out their opinions on 
grounded theory essentials when they talked about evolution of the method in their 1994 
handbook and significance of description and conceptual ordering for theory 
development in their second edition of “basics” in 1998 (Charmaz 2000;, Melia 1996). 
Strauss and Corbin’s view regarding centrality of emergence is obvious in their 
discussion on theorizing when they emphasise “emergence is the foundation of our 
approach to theory building, so a researcher can not enter an investigation with a list of 
preconceived concepts or a guiding theoretical framework. They have argued that 
concepts must be allowed to emerge from the data” (Strauss & Corbin 1998).
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Different grounded theorists have different perspectives regarding the reformulated 
grounded theory which Willson and Hutchinson (1996) called it “generational erosion”. 
Charmaz (2000:512) asserts “grounded theory gained a wider audience, a new 
spokesperson, and more disciples with the appearance of Strauss’s 1990 book” which 
was aimed to specify and develop grounded theory methodology and assisted readers 
through several analytical steps and illustrated procedures with examples and stirs a new 
technical armamentarium into the mix. Charmaz (2000) indicates although the book 
gained readers but lost the sense of emergence and open-ended character of Strauss in his 
work with Glaser.
Stem (1994) argues that Glaser and Strauss both did important works but they have done 
it in different ways. Stem (1994:220) cites Sims et al (1992) who asserts that Glaser and 
Strauss have both undergone a conversion experience; Glaser whose background is in 
statistical analysis, insists on allowing the theory to emerge (a deceptively loose 
description of the process of discovery), while Strauss have come to an absolutely 
prescriptive way. According to stem, Glaser focuses on the data continuously and asks 
“what do we have here?”, but Strauss examines the data with scmtiny and stop at each 
word to ask “what if?”
Annells (1997b) states that Glaser and Strauss (1967) initially identified the fundamental 
techniques for grounded theory such as theoretical sampling, constant comparative 
analysis, the need for theoretical sensitivity, memo writing, identification of a core 
category and theoretical saturation. However, the implementation of these techniques was 
varied in Strauss and Corbin’s version of the method who offered a precisely elaborated 
process of coding and a similarly elaborated form of theoretical sampling, although with 
commitment to constant comparative data analysis (Annells, 1997a). Annells (1997b) by 
making a comparison between classic mode of grounded theory and Strauss and Corbin’s 
reformulation of the method argues that neither the classic mode nor Strauss and Corbin’s 
mode is considered “right” or “more right”. This is the consequence of maturing and 
branching being affected by multiple experiences and new ideas come across the world of 
inquiry. Benoliel (1996) and Melia (1996) have the same opinion in this regard that
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knowledge generation require re-examination, revision, further explication and 
development of the methodologies and they do not share Glaser’s perspective that Strauss 
and Corbin are no longer doing grounded theory (Eaves 2001).
4.4.10. The reasons for appropriateness of grounded theory
Grounded theory is a widely used approach in women’s health research (Benoliel 2001) 
and can be an extremely useful method for exploring the explicit ways that social 
determinants influence the social processes of managing women’s health issues (Wuest 
2002). Specifically, it has been used for study of infertility by Blenner (1990), Olshansky 
(1987, 1996) and Schmidt (1998). In a sense, these investigators have revealed hidden 
dimensions of infertile women’s life through using grounded theory methodology.
Furthermore, infertility is not only a medical problem and for a long time it has been 
recognised as a psychosocial problem (Sewpaul 1999) and the grounded theory 
approach is a qualitative research method that uses a systematic set of procedures to 
develop an inductively derived grounded theory about a social or psychological 
phenomenon (Strauss & Corbin 1998).
Also grounded theory is an important research method to explore the diversity of human 
experience (Streubert and Carpenter 1996). As Austen et al. (2003) indicate women are 
themselves a diverse population, so using grounded theory is able to accommodate the 
possibility of their divergent experiences and views.
I believe one of the strengths of grounded theory is that it explains what is actually 
happening in practical life at a particular time, rather than describing what should be 
going on (McCallins 2003) and one of the objective of this research is reflecting of day-to 
day life of infertile women as it is in practice not as it should be.
The other reason is that this study is looking for the religious and spiritual beliefs and 
practices of infertile women in their natural life and one of the purposes of grounded 
theory is to examine in an in-depth fashion of the beliefs, attitudes, practices and
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behaviours of individuals or groups as they normally function in their real life (Chenitz 
and Swanson 1986).
4.4.11. Why Strauss and Corbin’s mode was chosen?
In this study I have analysed my data based on the works of grounded theorists Strauss 
and Corbin (1990).The reason for choosing Strauss and Corbin’s method for analysis was 
that Strauss and Corbin’s work, as Melia (1996) argues, can be used easily for novice 
researchers and doctoral students to direct their grounded theory studies. It gave me a 
careful attention to the details and provided me a description of method in logical and 
easy-to-understand segments through elaborating several analytical steps and illustration 
of procedures with examples. In other words, it was more comprehensible because of 
outlining all smaller steps between the major phases of coding. As Stem (1994) points 
out Strauss students have produced good and important works.
My positivist background was also the factor which encouraged me to select a procedural 
stmctured and configurational method of analysis which I found it in Strauss and 
Corbin’s mode. The other point was the assumptions and experiences that I had as a 
midwife and as a believer and those could affect my interpretations of the phenomenon of 
infertility and the ways it is affected by religious beliefs. So I took a constmctivist 
position which is compatible with Strauss & Corbin’s method of analysis.
Also I believed that grounded theory in general and Strauss and Corbin’s mode in 
particular needs very patient researchers with creative mind and I found myself capable 
to tolerate the hardship of the methodology to come to terms by developing a theory and 
not just presenting a thematic analysis. However, I acknowledge that in Strauss and 
Corbin’s mode sometimes being so involved with stmcture interfers with the researcher’s 
creativity and resourcefulness, because he/ she has to be so adheared to the procedure for 
the reason of having fear of going to the wrong way and this fear is something which 
threaten each novice grounded theorist.
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4.5. Research's theoretical framework: Feminist grounded 
theory (FGT)
4.5.1. introduction
Feminist grounded theory was the theoretical perspective that underpinned and guided 
this research within which the topic was examined. Feminist grounded theory emerged in 
the literature as an established research method in the health and social sciences from 
1995 (Wuest 1995). It has been used as a theoretical triangulation for research on 
women’s health (Weaver et al. 2005; Wuest et al. 2004; Kushner 2003; Wuest et al. 
2002; Wuest 2001; Keddy et al. 1996). FGT is the feminist perspective which is applied 
to the method of grounded theory. It offers an approach to knowledge discovery that 
incorporates diversity and change (Wuest 1995). From a feminist perspective, grounded 
theory allows for complex analyses of complex questions regarding social determinants 
which influence the social processes of managing women’s health issues (Wuest et al. 
2002; Keddy et al. 1996). FGT propose a critically interested grounded theory 
methodology that reflects an important synergy for knowledge generation (Kushner & 
Morrow 2003).
4.5.2. Evolution of FGT
Although Strauss and Glaser were pioneers of the “qualitative revolution” at a critical 
point in social science history, they were criticized for the limited theoretical position of 
grounded theory. In response, users of grounded theory drew upon other theoretical 
perspectives to deal with the limitations, a process that Strauss welcomed (Strauss and 
Corbin 1994).The most frequent link has developed between feminism and grounded 
theory (Kushner & Morrow 2003).
4.5.3. Congruencies of feminist and grounded theories
Scholars engaged with feminist grounded theory have examined the compatibility 
between feminist and grounded theory traditions in scientific knowledge generation 
(Kushner & Morrow 2003). They have persuasively concluded that these two traditions
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are congruent with each other, although there are some tensions between two theories 
(Keddy & Morrow 1996; Wuest 1995). Kushner & Morrow (2003) proposes that if 
grounded theory be reframed in terms of a notion of theoretical triangulation, it 
encourages internal dialogue within a given research design. He argues that there is the 
basis for a strong elective affinity between grounded theory and feminist theory (Kushner 
& Morrow 2003). So, regardless of the differences between two theories there are some 
common ontological, epistemological and methodological issues which are consistent.
4.5.3.1. Ontological congruencies
Feminist researchers try to take women’s needs, interests and experiences into account 
and consider that there should be an essential focus for empowerment of women (Webb 
1993). Grounded theory researchers also set out to discover the main concerns of a 
particular group of people in a certain context. It is a means of discovering the main 
concerns of the people and the way that they manage such concerns (McCallin 2003).
Feminist researchers are cognizant of the policy implications of their research findings 
and ensure the availability of some information for lay public as well as academics and 
policy makers (Reinharz 1992). Grounded theory reports are particularly fitting to this 
broad audience because they are generally written in the form and language that are 
easily understood (Wuest 1995).
3.5.3.2. Epistemological congruencies
The epistemological issues that underpin the feminist research process include the fact 
that women's experience can be a legitimate source of knowledge and that women can be 
“the knower” (Stanley & Wise 1990). In symbolic interactionism which is the theoretical 
perspective of grounded theory, it is believed that people behave and interact based on 
how they interpret or give meaning to specific symbols in their lives (Strauss & Corbin 
1990).
The other commonality of feminist and grounded theory epistemology is the contextual 
nature of knowledge (Wuest 1995). Travis & Compton (2001) refers to “context” as one 
of the principles in feminist research. Grounded theory also stresses the importance of the
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context in which people function (Holloway & Wheeler 1996). Chenitz & Swanson 
(1986) suggest a macroscopic analysis for contextual circumstances in the setting in order 
to obtain participants’ shared meaning in a grounded theory study.
The final epistemological underpinning of feminist theory is that the values of the 
researcher inform each phase of the research process and the researcher’s thought and 
assumptions influence research questions and analysis (Sigsworth 1995). In grounded 
theory, also the experience of the researcher can be a source of data (Holloway & 
Wheeler 1996) and as Baker (1992:1357) argues: “the researcher is considered a social 
being who also creates and recreates social processes”. According to Strauss and Corbin 
(1994), the researcher does not merely report the viewpoints of people studied, instead, 
accept responsibility for an interpretive role.
3.5.3.3. Methodological congruencies
One of the methodological congruencies of two approaches is that the feminist research 
reflects the diversity between women’s experiences (Reinharz 1992) and in grounded 
theory, the researcher compares each section of the data with every other throughout the 
study for similarities and differences (Holloway & Wheeler 1996) as well. In grounded 
theory these diverse perspectives are sought to illuminate the theoretical properties of 
emerging concepts in the theory (Glaser 1978) and in feminist research it allows more 
precise conceptualization through improving research quality (Reinharz 1992).
The other commonality which can be addressed is that feminist research which is 
interactive and non-hierarchical truly allows the participant’s voice to be heard (Reinharz 
1992). Grounded theory also yields rich data that allow for voices to be heard (Keddy et 
al 1992). According to Strauss and Corbin (1994), grounded theory through theory 
development interprets the perspectives and voices of people studied. Although Glaser 
(2002:787) criticises this and points out “grounded theory is not a description of 
participants’ voice. It is an abstraction from their doing and their meanings, which are 
taken as the data for the conceptual generation of grounded theory”.
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Another congruency is the methods which are used for data collection. Feminist research 
uses different methods, sometimes singly and sometimes in combination and this 
multiplicity allows the feminist researcher to study the greatest possible range of 
experiences and reach a broad set of goals (Reinharz 1992). In grounded theory data are 
collected through different methods such as interview, observation in the field, diaries 
and literature (Holloway & Wheeler 1996). Moreover, feminist researchers often explore 
phenomena using interview as a single method of data collection (Reinharz 1992). 
Grounded theory researcher also use interview more often than other data sources 
(Holloway & Wheeler 1996).
The final methodological consistency is that feminist researchers emphasise a reciprocal 
and collaborative interview process (Oakley 1981). Feminist research requires openness, 
engagement and the development of a potentially long-lasting relationship (Reinharz,
1992). Grounded theory researchers also need to know communication skills well and be 
an effective interviewer and active listener (McCallin 2003). Glaser (1998) states: “not 
everyone is suited to doing grounded theory”,
4.5.4. Tensions between feminist theory and grounded theory
There are some tensions between the two theories. The first difference is that grounded 
theory is primarily a methodological strategy, although it has specific theoretical 
affinities with symbolic interactionism and draws upon a number of specific methods 
such as participant observation and in-depth interviewing. Feminist theory, in contrast, 
originated as broad theoretical perspectives or paradigms. Although arguments have been 
made for a specific (qualitative) feminist methodology, feminist empiricism continues to 
make notable contributions to feminist inquiry (Kushner & Morrow 2003).
The other distinction is that although grounded theory is a starting point for change 
(Glaser 1978), change is not normally an explicit goal of the research process. Moreover, 
some may argue that by producing a theory, a universal narrative that diminishes 
individual perspectives and contexts is being generated and such theory does not 
contribute to change (Wuest 1997).
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Kushner & Morrow (2003) argues, however, that the interplay between grounded theory 
and feminist theory can provide an effective means of bringing out the strengths and 
dealing with the limitations of each perspective. The benefits of this interplay derive 
simultaneously from a theoretical triangulation that is mutually corrective and 
synergistic.
4.5.5. The rationale for using feminist grounded theory methodology
A  feminist grounded theory methodology was chosen for this study because it allowed 
for the key issues and psychosociological processes in the family and social context to be 
identified inductively (Wuest et al. 2004). Considering that infertility is increasingly 
being recognised as a bio psychosocial problem (Daniels 1993; Sewpaul 1999) and 
presents as an ongoing personal and social crisis for the individual and couples’ 
relationships (Hart 2002), feminist grounded theory is a fitting methodology for this 
study. Many women felt that infertility poses a serious threat to their relationships and are 
deeply concerned about this (Dyer et al. 2002a). Moreover, for some women infertility 
has considerable social implications other than affecting their marital relationship. Many 
women feel stigmatized and ridiculed in the community (Dyer et al. 2002a). In such a 
situation, grounded theory in combination with the feminist research approach allows for 
the women’s voices to be heard as they tell their stories in their social context (Keddy et 
al. 1996).
Infertility involves the blocking of a major life goal and results in multiple losses: loss of 
control over life, body, identity as a woman, privacy, self-esteem, energy, and financial 
resources. Many infertile couples experience a loss of status and prestige because of their 
inability to become parent (Boxer 1996). In these circumstances, feminist grounded 
theory can provide a comprehensive and accurate reflection of infertile women’s 
perspectives and experiences (Leipert & Reutter 2005) and help to discover the central 
meaning for how women experience the infertility. In taking this perspective, researchers 
will be able to give voice to the thought and actions of women. (Crooks 2001)
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Feminist grounded theory also can be an extremely useful method for exploring the 
explicit ways that social determinants influence the social identity of infertile women. 
Wuest et al (2002) argued that such a theory may reveal the effects of social 
determinants on women’s health. Many infertile women commonly suffer from severe 
negative social consequences such as stigmatisation, ostracism, and abuse (Dyer et al 
2002a; Papreen et al 2000). Attribution of a stigmatizing characteristic de-values the 
individual’s sense of self and extends to the social identity of the whole person 
(Whiteford & Gonzalez 1995).Greil (1997) in a critical review of the infertility literature 
found that the psychological literature shows little regard for the social construction of 
infertility. The literature often directs the focus toward individual traits rather than 
integrate the social conditions that influence reactions to the experience of infertility 
(Gonzalez 2000; Matthews & Matthews 1986). In this circumstance, feminist grounded 
theory is a fit methodology to study the social implications of infertile women.
The other reason for choosing feminist grounded theory as a suitable research 
methodology for this study is that both feminist theory and grounded theory consider the 
contextual aspects of social experience. Feminist grounded theory allows infertile women 
to incorporate their own experiences in a natural setting (Keddy 1995) and involves 
listening and working with them within the contexts of their lives and reflects their 
experiences. When women's experiences with stressful events such as infertility are 
listened to and responded to, their emotional health is improved. When infertile women 
share their concerns in a narrative approach and the researcher listen to them, clients' 
experiences are valued, and clients are validated.
In a feminist grounded theory study, knowledge of feminist theory may influence what is 
observed and the discussion topics will enter the resulting theory (Wuest 1995). In such a 
way, investigators are responsive to the manners that gender, culture, class, and age are 
revealed in the data and influence the variation in emerging theoretical concepts (Wuest 
1995; Wuest et al 2004). Therefore, when grounded theory and feminist theory are used 
together, theoretical sensitivity is influenced by feminism. It allows for the inclusion of 
difference in the development of explanatory frameworks (Keddy et al 1996; Wuest
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1995). Considering that this research is looking for the experience of infertile women 
from diverse religions faiths, application of feminist grounded theory will increase the 
emphasis on capturing diversity in infertile women’s experiences and reinforces the 
importance of attending to the broader social context during theory development (Wuest 
1995).
Considering that the topic of this research has not been investigated in such depth, 
adopting a grounded theory which is conducted from a feminist perspective would be a 
suitable methodology. The reason is that it fits well to investigate topics about which 
there is little prior knowledge or theorising. This approach is particularly useful to 
conceptualize behaviour in complex situations, to understand unresolved or emerging 
social problems, and to understand the impact of new ideologies in health care systems 
that impact on treatment and lead to new or changed care modalities (Chenitz & Swanson 
1986).
The last important point that can be addressed as a logical reason for selection of feminist 
grounded theory is that knowledge which is generated from a research using such a 
theory would be useful for influencing health and public policy (Ford-Gilboe et al 2005). 
A key tenet of feminist methodology is that the research process should support 
constructive change in the lives of women at a personal and/or system level while 
respecting their experiences (Berman 1999). Thus, the researcher’s commitment to an 
agenda of positive change led her to use grounded theory in a participatory way (Wuest et 
aZ. 2002).
4.5.6. Conclusion
In conclusion, feminist grounded theory is appropriate for this study, because it fits well 
with the study’s purpose. The reason is that infertility is a woman’s issue and fertility is a 
central concept for women cross-culturally. So, using a feminist perspective in a 
grounded theory study can clarify the complex nature of infertile women problems; 
because feminist research is research on women and for women (Wilkinson 1986) and 
gives priority to female experiences, focuses on women related questions, analyses the
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situation of women’s lives (Webb 1993) and develops theory which is firmly situated in 
women’s experiences (Wilkinson 1986). In addition, grounded theory methodology 
allows the researcher to see women as full members of their social, political, economic 
worlds; to understand the lives and activities of women; to understand women’s 
experiences for their own particular points of view; and finally to conceptualize women’s 
behaviour as meaningfiil and as a direct expression of their world views. Using feminist 
grounded theory the research approach should not be oppressive, the knowledge obtained 
from the research should be useful for women; and the research process should be 
reflexive, interactive, empowering and transformative (Keddy et al 1996).
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5.1. Introduction
In this chapter I have firstly described the setting of study and the reasons for choosing 
those settings. Then the criteria for selecting the participants have been discussed and a 
profile of participants recruited in this study has been presented. The issue of sampling 
and the process of recruitment have been described later. Then data sources and the 
process of data collection and the challenges which I had, as a researcher in this process, 
have been discussed. I finally elaborate the ethical considerations and the strategies 
adopted in my study to maintain rigour. The process of data analysis will be discussed 
separately in the next chapter.
5.2. Setting
The majority of participants were recruited from two referral hospitals in London, i.e. 
fertility Clinic, Hammersmith, Queens Charlotte and Chelsea Hospital and also fertility 
clinic, Elizabeth Garrett Anderson and Obstetrical Hospital, UCLH. The reason for 
selecting these clinics was that they are two largest fertility clinics in the country which 
admit a large number of patients from different religious and ethnic groups. Several 
participants were also recruited from Montaserieh Infertility Research Centre in 
Mashhad, Iran. The reason for this recruitment was to select women who were Shia 
Muslims. This group are the minority group of Muslims in the UK and their views and 
practices on infertility treatment, particularly with respect to reproductive technologies 
are different to Sunni Muslims. Thus gaining insight into the diverse experiences of 
Muslims could be achieved through sampling in this way. In addition, conducting initial 
interviews in Iran which were carried out in Persian helped me to gain confidence in 
interview technique which is discussed in more detail later.
5.3. Participants
All women with primary or secondary infertility, had been diagnosed through 
preliminary tests by their general practitioners before making a formal referral to the 
fertility clinic, were included in the study. Primary infertility was defined as the 
inability to conceive after one year of unprotected intercourse and secondary 
infertility as having difficulty in conceiving after having at least one biological child.
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Within the fertility clinic the patient is usually examined in order to find out the 
causes of infertility and also to plan an appropriate treatment by the gynaecologist. 
Some of the patients are introduced for required surgery or to an IVF Unit for 
carrying out the assisted reproductive technologies.
The sample was not limited to a particular kind of infertility problem. Women who 
were infertile due to physiological problem in the female, male or both and those 
who were infertile due to unknown causes, irrespective of the duration which they 
were trying to become pregnant, were recruited. Women with an adopted child or 
with a newly positive pregnancy test who did not struggle with fertility problem at 
present were excluded. In addition, women who might not adequately understand 
verbal explanations or written information given in English were not included in the 
study and the reason was that attending an interpreter in interview session could 
interfere with the privacy of interview environment as infertility is a sensitive issue. 
Also, women who attended in any other existing research which involved interview 
were excluded, because participation in frequent interviews is exhausting for the 
participant and could affect the quality of data.
5.4. The profile of the participants
To maintain diversity in participants’ recruitment it was endeavoured to consider the 
diversity in terms of participants’ age, social class and ethnic background, in addition to 
their religious affiliations. A summary profile of all participants has been demonstrated in 
table 1. It is notable that out of 154 women who were invited to take part in the study 
only 47 infertile women accepted to be interviewed. But only interviews of 37 
interviewed women were analysed (five interviews were incomplete and five interviews 
were superficial). They comprised three groups of women: 12 Muslims (six Shi’a and six 
Sunni), 18 Christians (three Baptist, three Church of England, two Pentecostal, one 
Protestant, one Anglican, six Catholic and two Orthodox) and seven women with no 
organised religion. 34 women refused to participate in the study. 37 women were 
interested to take part in the study but had no time for interview, particularly women who 
were accompanied by their partners. 19 women were not able to speak English and 15
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women were not eligible based on inclusion criteria. 13 women, who had accepted to be 
interviewed after visiting the gynaecologist, changed their mind due to their emotional 
burden after visiting the gynaecologist and apologised for not taking part in the study. 
Five women left the interview unfinished because they were in a rush to get back. Three 
women who had booked for interview in their next appointment did not return for the 
interview.
Table 3- Frequency distribution of participants’ demographic characteristics
Age M arital status Education Occupation Ethnicity
<30 7 Married 30 High school 14 Employed 33 White British 11
30-34 12 Partnership 6 College 3 Housewife 4 Asian 7
35-40 15 Single 1 University 20 Afriean 6
>40 3 European 4 
Asian British 5 
African British 4
Religion Rel./ Sp. Score Inf. Factor Inf. Duration Type of infertility
Shia/ Muslim 6 14-33 4 Female 24 <5 years 21 Primary 33
Sunni/ Muslim 6 34-52 8 Male 5 5 to 10 years 5 Secondary 4
Protestant/Christian 10 53-70 25 Both 3 >10 years 11
Catholic/ Christian 6 Unknown 5
Orthodox/ Christian 2
No religion 7
5.5. Sampling
In this study the sample size was determined by methodology. As this study is based on 
grounded theory, the sample size was determined by theoretical sampling and data 
saturation. Theoretical sampling is a set of procedures where the researcher manipulates 
the data generation, analysis, theory, and sampling activities interactively and 
dynamically during the research process, to a much greater extent than in statistical 
sampling (Mason 2002). Saturation means that the researcher continues selecting 
interviewees until they are saying nothing new about the concepts being explored. Thus 
the selection of participants is a function of emerging hypotheses and the sample size 
depends on the fullness of the understanding of the concept, because qualitative study is 
not interested in trying to conduct a broad sweep of everything; rather, it is about depth, 
nuance and complexity of specific issues or phenomena (Mason 2002). Qualitative
127
Rohab Latifnejad Roudsari Chapter 5: Method
research relies on sampling strategies which allow the researcher to claim either that a 
full range of views or experiences have been investigated, or that the data have provided 
the grounds for theoretical development (Carter et al. 1999). In other words, what is 
important in drawing a sample is that the concepts and categories developed provide a 
comprehensive conceptualization of the subject (Fitzpatric & Boulton 1994). For this 
reason, I endeavoured to select the sample from an outpatient clinic in which general and 
not a particular group of infertile women are investigated. Furthermore, efforts were 
made to draw the sample from different religious and spiritual communities which 
maximises the variability of religious perspectives.
I could recruit reasonable number of Muslims, Christians and non-religious participants 
during the time period in which I approached infertile women at Hammersmith, Queens 
Charlotte and Chelsea Hospital in London and also Montaserieh Infertility Research 
Centre in Mashhad, Iran. But unfortunately, I could not recruit anybody from the Jewish 
population in these centres. For this reason, I applied to an additional site, i.e. Elizabeth 
Garrett Anderson and Obstetrical Hospital, UCLH in North London where a big 
community of Jews live. But after two month’s effort I had no success in recruiting any 
Jewish participant. The problem was that I had no permission ethically to change my 
information sheet and make it specific for just Jewish infertile women. Furthermore, I did 
not receive enough organizational support, as the director of unit in which I was 
collecting data did not allow me to recognize Jewish patients anyway, even with 
circulating a short questionnaire before recruitment which could make me able to 
recognise the patients’ religion. He believed that it will be offensive if I just focus on 
Jewish community. I was only allowed to approach all patients, regardless of their faith. I 
also had no access to any database to recognize Jewish patients. Additionally, I was 
informed by the unit staff that Jewish patients mostly attend private clinics instead of 
NHS hospitals. They also pointed out that they do not admit a large number of Jews in 
their clinic. I had come to terms with 47 interviews and most of the issues which my 
participants were discussing were repetitive and I felt I had got data saturation in those 
areas. For this reason, I discussed the issue with my supervisors and I decided to
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terminate the data collection, because I had achieved data saturation and collected more 
than enough data for a grounded theory study.
To deal with this amount of data I endeavoured to adopt theoretical sampling in the 
process of data analysis, in addition to the phase of data collection. In order to achieve 
this purpose, firstly 22 interviews which were the most informative and richest interviews 
were transcribed fully. Then 15 interviews (out of these 22) were coded line-by-line. The 
next seven interviews were coded using focused coding which were more directed, 
selective and conceptual than line-by-line and incident-by-incident coding (Glaser 1978). 
I used these 22 interviews for coding (open, axial, selective), categorising and outlining 
the overarching theoretical scheme. The rest of interviews (15) were transcribed partly. 
The intention at this stage was finding new concepts through listening several times to the 
tapes and discovering new perspectives. I used these 15 interviews mostly to refine the 
developed theoretical scheme, i.e. reviewing for gaps in logic, filling in poorly developed 
categories, trimming and validating the scheme (Strauss & Corbin 1998). Fig. 1 shows 
how I did adopt the theoretical sampling in the process of data analysis.
Fig. 1: The adopted theoretical sampling in the process of data analysis
5 (Incom plete  
interviews)
15 (Partly  
transcribed)
15 (S el. coding  
to refine the  
theory)
4 7  (Total 
interviews)
........ 1 f ......
37  (C om pleted  
interviews)
5  (Superficial 
interviews)
2 2  (Fully  
transcribed)
T  ^
7 (Focused  
coding)
15( Lie-by-line  
coding)
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5.6. Recruitment
All women volunteered to take part in the study in response to the researcher’s invitation. 
For the invitation, the researcher introduced herself to the women who were waiting for 
their appointment in the waiting area of clinic and explained about the purpose and scope 
of the research, method of data collection, the type of questions which were likely to be 
asked, the benefits of the research outcome and the way of its application, the method of 
anonymization and the extent to which participants’ expressions will be used as quotes in 
any publications (Richards & Schwartz 2002). Thereafter, women were given an 
invitation letter (prepared by the researcher and signed by the director of clinic) and the 
patient information sheet. They were given time to study the information sheet and 
opportunity to ask their questions from the researcher. If they were interested to take part 
in the study, they were interviewed after their appointment or alternatively made an 
appointment with the researcher in the future.
5.7. Data sources
In this study a combination of data sources including formal interview, observation of 
nonverbal behaviour during the interviews and writing post interview notes, diaries and 
quantitative tools for obtaining demographic data and also measuring the level of 
religiosity and spirituality were used to collect the data. This variety of data was 
beneficial in a grounded theory study for generating more information on categories and 
to develop its properties (Glaser & Strauss 1967).
Formal semi-structured interviews were conducted to attain in-depth information in this 
study using an interview guide containing a set of brief general questions (Swanson 
1986). Semi-structured interviews helped me to obtain more focused and specific 
information through opening the discussion using clarifying or exploratory probes to 
clear up the ambiguities (Duffy et al. 2004; McCrossan 1991) and to elicit additional 
comments made by the interviewees. Moreover, it provided women the opportunity and 
freedom to discuss their experiences and perceptions in greater depth (Rose 1994; Bhatti 
gfaA 1999^
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The questionnaire to collect demographic data contained 11 questions in relation to age, 
marital status, educational background, occupation, ethnicity, religious affiliation, and 
infertility related factors. Religious and spirituality assessment inventory consisted of 14 
statements on a 5-point Likert scale where 1= strongly disagree, 2= partially disagree, 3= 
I am in between, 4= partially agree and 5= strongly agree. The total score which was 
calculated for each participant was at least 14 and at the most 70.
5,8. Data Collection
All interviews were conducted by myself as chief investigator. I am a professional 
midwife with the experience of interviewing infertile women. I am an Asian Muslim 
woman in my early 40s, in a middle-income social class, married with two children. I was 
trained at University of Surrey as a qualitative researcher and have been supervised by 
experienced qualitative researchers.
Interviews were conducted face-to-face in one of the interview rooms of the fertility 
clinic allocated for this purpose using a semi-structured interview guide. I chose semi­
structured interview because of its compatibility with my feminist grounded theory 
methodology to allow women describe their experiences in their own language. It also let 
me to develop more egalitarian relationship with interviewees and encourage them to 
introduce new research questions based on their own lived experiences (Taylor 1998). All 
interviews were held after participants’ appointment with the gynaecologist when 
participants were in a quiet stable emotional status and were not visibly upset. In 
addition, they were asked again for their readiness to be interviewed, because sometimes 
they were distressed due to receiving the actual diagnosis or bad news from the 
gynaecologist regarding their fertility. In this situation, to prevent any impact of their 
emotions on responses another mutually convenient date was arranged for the interview.
Before starting the interview, the respondents were appreciated for taking part in the 
study and were again informed of the nature of the interview questions and how long it 
might take. Confidentiality and anonymity of the interview process were emphasized and 
participants encouraged to talk about what the experience really meant to them. They
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were assured that there was no right or wrong answer and that the most important thing 
was their real experience or practice rather than what they think their experience or 
practice should be. Furthermore, they were told that it was not important which religion 
or spiritual group they belonged to or whether or not they believed in any religious faith 
or not. They were informed that the aim was to find out the strategies which help the 
women with each religion or even with no religious faith to cope better with the situation. 
All participants' questions were answered at the start of interview and permission was 
taken for recording the interviews.
As an attempt to create a rapport with the respondents and also to familiarise myself with 
the socio-demographic status and gynaecological history of the respondents, I asked the 
women to answer to a short questionnaire before starting interview. The initial section of 
the interview was based on the questions about the experience of infertility as a whole. 
Then participants were asked about their social, psychological, and treatment experiences 
of infertility, the coping strategies which they were being used and also the way that their 
religious beliefs may affect their whole experience. I used the guide to focus the 
discussion, but I was not limited to merely these specific questions. Various efforts were 
then used to encourage women to discuss their feelings and experiences about the 
infertility. In fact the objective was to encourage women to elaborate their experiences in 
order to allow emergence of unanticipated issues (Taylor 1998). The number and 
sequence of questions was determined based on the answer of the participants and it was 
attempted for the interview to be guided by participants instead of researcher. So the 
order in which questions were asked varied, as the questions were designed to probe the 
meaning that the interviewees gave to their experience. (Britten 1995). In accordance 
with feminist principles of interviewing, I avoided to treat participants as objective 
instrument of data production. I used strategies to establish non-hierarchical relations 
with participants like using interactive strategies to arouse discussion, discussing issues 
of interest for participants and providing information in women’s request (Taylor 1998). 
In order to keep the natural flow of the dialogue between the participants and researcher, 
the questions about religion and spirituality were introduced when the interviewee 
spontaneously mentioned God, religion or spirituality as a resource of coping. If no
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reference to God, religiosity or spirituality was made by the participant, then the 
researcher asked the questions at the end of interview after the participant talked about all 
the ways in which she deals with infertility (Mattis et al 2002).
Interviews were terminated when the participants said that there was nothing to be 
discussed in response to this question: “is there anything that I should ask and I didn’t”? 
After ending each interview the participants were encouraged to ask any question and 
appropriate responses were given. Each interview took average between 45 and 60 
minutes and was audio taped and transcribed fully for data analysis. At the end of 
interview, participants were asked to respond to the religious and spirituality assessment 
inventory.
Initial interviews focused more on general questions and subsequent interviews were 
conducted to clarify and validate data from the initial interviews (Sandelowski & Pollock 
1986). As data collection and analysis proceeded the new categories emerged which 
demanded new topics to be explored from respondents to gain rich information for 
properties of those categories. The interviews were carried out over a period of 18 
months (August 2005 to February 2007). None of the respondents were interviewed more 
than once as all participants were outpatients.
5,9. The researcher's challenges with data collection
I was challenged by some issues in the phase of data collection and I would like to raise 
some of these here to make myself explicit and maintain the reflexivity of my approach. 
When I was planning for data collection, I was advised to select the participants from 
hospitals which had patient referrals from around the UK to be able to maintain the 
diversity of the religious/ spiritual perspectives and opinions regarding experience of 
infertility. Being “seen” as an “outsider” and not being a native British in this society, on 
the one hand, and studying two very “sensitive” issues, that is, infertility and religion, on 
the other hand, were challenges which I confronted with at the beginning of my data 
collection. I was aware that affiliation and characteristics of the researcher can affect the 
depth of communication and as a result the quality of data. Wearing Islamic Hijab and
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not to be a native English speaker was another challenge. I wondered that some political 
issues like coincidence of my data collection with the Iraq war and the contribution of 
English troops in the war and also London bombing on 7* and July, 2005 may have 
impact on my participants to trust me and take part in my study. Although being an 
experienced quantitative researcher was advantageous for conducting the study, but for 
dealing with these issues I decided to conduct the primary interviews in my country, Iran 
to be able to re-construct my confidence and assurance about myself as a new qualitative 
researcher. Collecting data in my homeland was straightforward as a procedure in 
research process.
Regarding the UK, what I experienced in the journey of the data collection was quite 
different to the thought and impressions that I had before. I found the participants very 
enthusiastic, welcoming and interested to take part in the study. The intimate nature of 
my feminist grounded theory approach enabled me to develop a validated, trustful and 
reciprocal relationship with participants and this led to the creation of a bond between me 
and my participants. I found the participants forthcoming in expressing their real 
perceptions and understandings and showing their actual feelings. I, frequently, sat with 
participants in their emotional breakdown, which interrupted the interview. I did not feel 
that they were upset and embarrassed because of being interviewed, instead, I found them 
very comfortable within the interview environment and felt that they get relief and 
become emotionally stable after expression of their feelings. In some cases participants 
said to me “you are the first person that we share our experiences in detail with”. Such 
expression highlights two important points: the social isolation of women who deal with 
the hardship of infertility and the reciprocity of researcher-participant relationship in a 
feminist grounded theory approach, which according to Hall & Gallery (2000) is an 
evidence for reflexivity and relationality that enhance the rigour of a grounded theory 
study. One of the interviewees after finishing the interview told me: “I found the 
interview therapeutic”. Sometimes I was asked during my interview with infertile 
patients: “do you have any children”? And immediately was asked “how many”? It seems 
to me that participants wanted to find out some similarity between themselves and me, 
either as a primary or at least secondary infertility to feel free to share their experiences.
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In some cases the Christian and Muslim participants hugged me after finishing the 
interview and wanted me to pray for their healing.
Whereas, I endeavoured to be clear about the purpose, time frame, and limits and 
prerequisites of the research interview (Crooks 2001), this social interaction was 
sometimes mutual and I was affected too. As Crooks (2001) points out, the grounded 
theory researcher struggles with a “balance of involvement and closeness versus 
respectful distance, and empathy versus friendliness” and, as she says, this is due to the 
nature of woman-to-woman interaction. It seems to me that this issue is similar in all 
qualitative methodologies, but having chosen feminist grounded theory as my 
methodology, I tried to provide an environment for the participants during and after 
interview to be able to share their feelings with me and as a consequence present all their 
experiences.
Nevertheless, I, occasionally, approached infertile women who were not keen to reflect 
their real feelings during interview and tried to pretend to be being calm. From a 
relational point of view, the personal characteristics of the researcher may have both 
advantages and disadvantages (Crooks, 2001). Being a Muslim believer sometimes 
interfered with my entrance to the participants’ world. For instance, in one case the 
participant did not accept to take part in my study and her reason was “I do not like to 
share my experiences with strangers”. I am not sure that her interpretation of me as 
“stranger” was because of my particular way of clothing or, as an infertile woman, she 
did not like her private world to be opened up to anybody. Sometimes, it would appear 
that even my research topic was unpleasant and became a cause of refusal to take part in 
the study. One of the participants who was not eligible to take part in the study told me: 
“I have spiritual beliefs but I do not like the word of religion”.
But overall, my effort for having non-hierarchical relationship with participants assisted 
me in data collection and despite some challenges which I struggled with; I enjoyed my 
time being with women to hear their life stories which each one was unique, although 
there were similarities which, I as a feminist grounded theory researcher, needed to take 
them into account.
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5.10. Ethical considerations
The participants in this study were not exposed to any clinical interventions, so no serious 
physiological problem is expected. To deal with any unforeseen consequences, 
immediate advice was sought from the counsellors and staff nurses at the clinic.
All participants were approached with a verbal explanation of the purpose of the study by 
the researcher and an information sheet. In addition, their preliminary questions were 
answered and if they were interested to participate in the study, they were asked to sign a 
consent form to take part in the study. One copy of the patient information sheet and 
signed consent form was given to the participant to keep. One copy was kept by the 
researcher. The participants could refuse to participate or withdraw from the study at any 
time without prejudice to her clinical treatment.
Participants were assured that anonymity and confidentiality would be maintained and 
the respondents' name not recorded and only an ID number would be used. They were 
told that no personal data will be transcribed in this study. Any personal recorded data 
during interviews were removed from the tapes, so the participant could not be 
recognized. Also, all participants were informed that their direct quotations will be 
published anonymously.
Collected data were stored in the researcher’s university computer which is password 
protected. The hard copy was kept in a locked cupboard at university, in accordance with 
data protection policy of the University of Surrey and the researcher was the only one 
who had access to all the data. In this study, only audio recording was used and tapes 
were protected till end of the project (in accordance with Data Protection Act-DPA) or 
could be sent to the participants at their request.
Collecting, transcribing, coding and analysing the data were carried out by myself as 
chief investigator. I have been trained for this purpose at University of Surrey. The study 
results would be disseminated in my PhD thesis. One copy of the thesis will be dedicated 
to the library of University of Surrey and also the Faculty of Health and Medical 
Sciences. If the participants would like to be aware of the results, they will receive a
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written feedback through direct contact with chief investigator. Infertility centres which 
are involved in the counselling of infertile women will be informed through publishing 
the results in the relevant journals.
The study was approved by LREC, Hammersmith Hospital and also LREC, Elizabeth 
Garrett Anderson and Obstetrical Hospital UCLH; REC, University of Surrey and also 
REC, Mashhad University of Medical Sciences, Iran.
5.11. Rigour
Lincoln and Cuba's (1989) key concepts of rigour including credibility, confirm ability 
and transferability were used in this study to support the enhancement of data analysis 
quality. Credibility is a term that relates to “how vivid and faithful the description of the 
process is”. It relates to the trustworthiness of the findings. In order to ensure that the 
phenomenon investigated accurately, participants were permitted to guide the interview 
process. In addition, their own language and actual words were used at all levels of 
coding (Strauss & Corbin 1990). Checking the generated theoretical construction against 
participants’ meaning of the phenomenon was the other way to enhance the credibility 
(Chiovitti & Piran 2003). In my study two levels of checking performed as the theory 
construction was going on. Firstly, as codes developed and categories were emerged, 
questions on the interview schedule were changed. For instance questions regarding 
meaning of infertility, decision making for treatment, investigations’ experience and 
surrogacy were added. As Charmaz (2002) points out the researcher should interact with 
data and pose questions to them while coding. Secondly, developed coding scheme and 
emerged categories were validated through my supervisors who are expert in infertility 
and socio-cultural issues. I also endeavoured to maintain credibility and fittingness of the 
study based on Sandelowski’s (1986) advice through checking for the representativeness 
of data and having a prolonged data collection period. I also described how the data 
processed through the process of analysis and how I viewed the data. I also included 
examples of my coding scheme, diagrams, memos and the actual placement of data into 
categories.
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Confîrmability or auditability refers to the ability of another researcher to follow the 
methods and conclusions of the original researcher (Becker 1993). For this reason, it was 
specified how and why participants in this study are selected which has been addressed in 
the part of “sampling”. I tried to sustain Sandlowski (1986) suggestions for auditability. 
Thus I elaborated how I became interested in the subject, what were the purposes of the 
study, how the data were collected, how long data collection lasted and what was the 
nature of the setting in which data collected.
Transferability, also referred to fittingness, pertains to the probability that the research 
findings have meaning to others in similar situations (Chiovitti & Piran 2003). In my 
study two methods were encompassed by fittingness. One of those is delineation of the 
scope of research in terms of the sample and setting. The other is description of literature 
relating to each category in the theory by highlighting similarities between the findings of 
my study and previous theoretical constructs in the literature.
The key aspects of reliability involve selection of what is recorded, the technical quality 
of recordings and the adequacy of the transcripts (Silverman 2004). In order to achieve 
reliability, accessing to a relatively large enough database from diverse religious and or 
spiritual groups was considered. In terms of quality of recording the quality and location 
of recorder and microphones were checked. For quality assurance of transcription, 
transcripts were reviewed by the supervisors.
Regarding researcher’s reliability, given that English was not my first language, I tried to 
speak clearly and asked respondents to do the same and if there was something which 
was not clear to me, I used probing questions and asked the participants to clarify it by 
questions such as “could you please tell me a little bit more about that?” ?” or “can you 
say a little more about what you meant when you said that” or “you mentioned prayer, 
could you tell me more about how prayer works for you”(Berg 2004; Mattis et al. 2002; 
Holloway & Wheeler 1996). Poland (1995) argues that creating opportunities within the 
interview for the respondent to clarify their statements would decrease the researcher’s 
ambiguity in understanding at the stage of data analysis. Reliability of respondents was
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tested asking identical as well as alternate form questions which was seeking same 
concept within the interview which is a form of equivalence (Poland 1995). To establish 
the reliability of the researcher, I also provided some field notes and considered its 
congruency with recorded data (Poland 1995).
To avoid the researcher’s potential misrepresentation of data it was endeavoured to have 
sufficient contact during the analysis with supervisors who are experienced qualitative 
researchers in the relevant field. As Richards & Schwartz (2002) state misinterpretation 
of data is most likely to occur when a researcher is working in isolation and if novice 
researchers are supervised closely the risk can be minimised. Another approach to reduce 
the risk of misinterpretation was that the researcher was aware of and explicit about her 
possible biases and limitations of the study (Richards & Schwartz 2002) which has been 
addressed in the chapter of conclusion (P. 348-351).
5.12. The process of data analysis
The process of data analysis has been elaborated in the next chapter.
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6.1. Introduction
This study was designed using grounded theory methodology. Analyzing data using 
grounded theory may be thought of as a process requiring a direct interaction between the 
analyst and the data. It takes place over time, moves through phases, and results in a 
"grounded theory" (Chenitz & Swanson 1986). Data collection and analysis in grounded 
theory proceed simultaneously, that is, the data collected is transcribed and analysed after 
each interview. One reason for this practice is that, in this methodology, the incoming 
information from participants determines the information which is necessary to be sought 
which is referred to as theoretical sampling (Glaser and Strauss 1967).
In this chapter I elaborate the process of my analysis in a step by step fashion and explain 
what I experienced during the long period of my analytical journey. I start with issues 
related to transcribing and then initial steps of coding, i.e., open coding. Then I go 
forward with axial coding and paradigm model. Selective coding is the next discussion in 
which I describe how I integrated the categories, identified the core category and basic 
social process and did coding for process and refining the theory. I also explain the types 
of memos and diagrams that I provided through the stages of analyzing data. At the end 
of this chapter I discuss the issues related to my reflexivity in the process of data analysis.
6.2. Transcribing
Semi-structured Interviews were transcribed in full. It was carried out by the researcher 
because it is ideal and advantageous for the researcher to be close to the data (Easton et 
al. 2000; Lapadat 2000) and to be aware of the nuances of participants' language and 
meanings, especially for the reason that the researcher’s first language was not English. 
Before transcription, the entire interview was listened to, to grasp the whole idea of the 
interviewee, then each part of interview (a question and its answer), was firstly listened 
and then transcribed. Typing was concurrently accomplished with listening to the tape 
using transcribing machine. This took longer but resulted in “clean data” which were 
more accurate transcriptions and many errors could be prevented (MacLean et al. 2004). 
Sentences or words which were not understandable were frequently listened to pick up 
the words and their meanings were checked using dictionary. Words or phrases which
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were inaudible or dubious and also slang terms or colloquial English by interviewees, 
were verified by asking from the doctoral students who were native English speakers and 
had experience of conducting interviews. As not to consider punctuation rules or putting 
punctuations in a wrong place can change the meaning or inference (Easton et al 2000), 
it was endeavoured to avoid punctuation errors. Due to the significance of notation in 
conveying meaning during analysis (MacLean et al 2004), it was used for dealing with 
conversation fillers like “um, yeah, you know, I mean”; emotional contents such as smile, 
loud laugh, soft laugh, crying, long pause, speaking very quickly; and also inaudible 
sections which referred to as very low voice, cannot hear, poor tape quality. Common 
mistakes of interviewees in spelling (especially in medical words), grammar and 
punctuation without correction were reflected in transcripts. After verbatim transcription 
was completed, proofreading of transcripts using actual tape was careftilly undertaken 
and all necessary corrections were made. Each interview was read at least three times to 
develop an overall understanding of the entire experience.
6.3. Coding
In the preliminary phase of data analysis in this study, four interviews were chosen to be 
coded. The criteria for selecting these four were the level of religiosity and spirituality of 
respondents. In order to maximise the diversity and variation between participants’ 
perspectives and views and consequently achieve more categories and subcategories, the 
interviews were selected in a varied continuum from respondents who were strong 
believers in Islam and Christianity to participants who had no organised religion but were 
either spiritual or had even no spiritual beliefs. This strategy made undertaking constant 
comparative method possible.
6.3.1. Open coding
At the first stage, open coding was carried out in which data were broken down to 
discrete incidents, ideas, events, actions and interactions and then, were labelled by a 
name that represented their meaning (Strauss and Corbin 1998). These labels (codes) 
were placed on the objects based on elicited meaning from comparative analysis in
142
Robab Latifnejad Roudsari Chapter 6: The process o f analysis
context or taken from respondents’ own words which are referred to as “in vivo codes” 
(Glaser and Strauss 1967). In vivo codes can give life and interest to the study and can be 
recognised as reflecting the reality of the respondents’ story (Holloway & Wheeler 1996). 
Recoding was carried out after further analysis which allowed the analyst to further 
conceptualization of the original codes.
The constant comparative method was applied from the beginning of the data analysis 
and all objects were closely examined and compared in terms of similarities and 
differences, while constantly asking of the data the neutral question “what category or 
property of a category does this incident indicate (Glaser 1992; Strauss and Corbin 
1998)?” The objects, events or actions which had shared meaning and common 
characteristics were given the same code, either due to comparison within an interview or 
between interviews.
Open coding was carried out through creating free nodes (codes) using Nvivo software. 
Version 2. After line-by line coding of the first interview 92 codes were created which 
was usual at the beginning of analysis in grounded theory approach. Initial codes were 
mainly descriptive designations at first which became more conceptual and focused as the 
analysis of further transcripts were carried out. The coding of four interviews resulted in 
273 codes. In order to manage this number of codes, similar codes were grouped into 
initial categories (Swanson 1986). Also the central phenomenon in data was identified as 
“experience of infertility” by asking the question: “what is this data referring to?” The 
process of grouping concepts were undertaken creating tree nodes (codes) using Nvivo. 
As the process moved forward, certain concepts grouped together under a more abstract 
explanatory concept, based on its ability to answer the question “what is going on here” 
(Strauss and Corbin 1998). Each category was labelled using broader and more 
comprehensive concepts which could serve as headings for group of objects with similar 
characteristics. An Example of the process of coding and developing a category was 
presented in Table 3.
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The initial categories were constructed after the initial interviews were coded, because 
generating the categories early could become the basis of the theoretical sampling 
(Strauss and Corbin 1990). As a result, 23 initial categories were developed which were 
congruent with the objectives and the research questions of the study and related to the 
experience of infertility in a religious/ spiritual context. Subsequently, the initial 
categories were abstracted to seven major categories including 1) Encountering infertility 
2) adjusting relationship 3) managing social functions 4) governing emotions 5) decision­
making for treatment 6) religious/ spiritual meaning-making 7) coping with the illness 
(Fig. 2).
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Once the categories identified, subcategories were generated by denoting information 
such as when, where, why and how a phenomenon is likely to occur (Strauss and Corbin 
1998). Subcategories are characteristics and properties of categories along a continuum or 
dimensional range (Strauss and Corbin 1990). Subcategories gave the concept greater 
explanatory power which became more evident and dense as coding proceeded. To 
provide more clarity and transparency, a diagram was presented for each major category 
and its subcategories. The preliminary diagram for major category of “encountering 
infertility” has been shown below which was developed after analysis of four interviews 
(Fig. 3).
Fig. 3- Subcategories of the major category of encountering infertility (results of four 
interviews)
Encountering
infertility
First reaction t! Meaning of 
infertility
Devastating Incomplete­
ness
Negative
views
Positive views
Disbelief Feeling of loss Outcome of 
disobedience
God’s will
Hardest
experience
Anger God’s testCursed women
Ignorance God-made
decision
Higher life’s 
intention
The subcategories of this category were added after analysis of eight interviews. Added 
subcategories which have been shown in blue (Fig. 4). Following analysis of 15 
interviews few subcategories were added to the category of “encountering infertility” 
which has been shown in Green (Fig. 5).
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Fig. 4- Subcategories of the major category of encountering infertility (eight interviews)
Encountering 
 infertility__
InfertilityFirst reaction Perceived
Spiritual
Causation
Devastating Positive
Religious
Negative
religious
Disbelief Med. & Sp. 
eausation
God’s will Punishment Ineomplete-
ness
Anger Medieal
Causation
God’s test Disobedience 
 result
Feeling of loss
Ignorance Enriching
experience
Divine curse Hardest
experience
Chosen by 
 Qnâ___
Uncertainty Discrimination
Expectancy
Fig. 5- Subcategories of the major category of encountering infertility (fifteen interviews)
Encountering
infertilitv
First reaction
Devastating
Disbelief
Anger
Ignorance
Uncertainty
Expectancy
God’s reward
God’s gift
Trusting God
Infertility
 eausation__
Spiritual
Causation
Med. & Sp. 
causation
Medical
Causation
Perceived
Pos. Rel. Neg. Rel. General
nercention nenception nercentions
God’s will Punishment -
God’s test - Disobedience
result
-
Enriching
experience
Divine curse =
Chosen by God Discrimination -
Ineomplete-
ness
Feeling of loss
Hardest
experience
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6.3.2. Axial coding
Open coding was followed by axial coding in which coding was carried out around the 
axis of a category to add depth and structure to it. In this phase, data were put back 
together in new ways by making connections between a category and its subcategories 
and also between categories. It was undertaken utilising the paradigm model which links 
subcategories to a category in a set of relationships involving phenomenon, conditions 
(causal, contextual and intervening), action/ interaction strategies and consequences 
(Strauss and Corbin 1990; Strauss and Corbin 1998) (Fig. 6).
Fig. 6- The paradigm model
Causal
condition
Contextual
condition
Phenomenon
Intervening
conditions A ctions/ interactions
Action A Action B Acton C4
C onsequences
Use of this model enabled me to think systematically about data and relate them in a 
complex ways. Strauss and Corbin (1990) believe that density and precision of grounded 
theory analysis depends on using this model. In this model, phenomenon is the central 
idea or incident about which a set of actions or interactions were directed. In axial 
coding, specified categories stand for phenomena, that is, a problem, an issue, an event, 
or a happening which is defined as being significant to participants. A phenomenon has 
the ability to explain what is going on (Strauss & Corbin 1998). The phenomena
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identified in this study consisted of encountering infertility, adjusting relationships, 
managing social functions, governing emotions, making decision for treatment, 
constructing religious/ spiritual meaning and coping with illness which indeed were 
seven major categories emerged from the data. Causal conditions refer to the events or 
incidents which lead to the occurrence or development of a phenomenon (Strauss & 
Corbin 1998). For instance, regarding phenomenon of “encountering infertility”, causal 
condition was the fertility problem which leads to different responses to coming across 
and experiencing infertility. Context represents the specific set of properties which is 
related to a phenomenon. It is also the particular set of conditions within which the 
action/ interaction strategies are taken to manage, handle and respond to a specific 
phenomenon (Strauss & Corbin 1998). With regard to phenomenon of “encountering 
infertility”, religious/ spiritual meaning-making either positive or negative was the 
context in which encountering infertility took place. Intervening conditions are broad and 
general conditions which bear on action/ interactional strategies and act as to either 
facilitate or constrain these strategies taken within a specific context (Strauss & Corbin 
1998). Intervening conditions for Action/ interactions for phenomenon of “encountering 
infertility” consisted of religious upbringing, level of religiousness/ spirituality, 
gynaecological history, previous infertility in the family. Actions/ interactions are 
strategies which are directed at managing, handling, carrying out and responding to a 
phenomenon under a specific set of perceived conditions (Strauss & Corbin 1998). 
Actions/ interactions adopted by infertile women to manage the phenomenon of 
“encountering infertility” included disbelief and denial, spiritual reappraisal of infertility 
causation and constructing spiritual meaning for infertility. Consequences refer to the 
outcomes or results of action/ interactions which might not always be predictable. They 
may also be actual or potential, happen in the present or in the future (Strauss & Corbin 
1998). The aforementioned action/ interactions had the consequence of being prepared to 
accept self as infertile. The paradigm model developed for category of “encountering 
infertility” has been illustrated in Fig. 7 as an example. This model was developed for all 
major categories (Phenomena) (Appendix No. 19, P.512) and then was utilised during 
selective coding in which all categories were integrated.
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Fig. 7- The paradigm: category of “encountering infertility’
Intervening
c o n d i t io n s
“ R el.upbringing  
Level o f R e!/ Sp. 
M edica l history
Causal
conditionContext
R elig ious/ Sp. 
orientation Fertility problem
Encountring infertility
Actions/ interactions
Religious reappraisal of 
Inf. causation
Constructing  
spiritual m eaning of 
infertility
D isbe lie f and denial
Consequences
Being prepared  to accept self 
as infertile
6.3.3. Selective coding
Selective coding is the process of integrating the categories, identifying the core category, 
coding for process and refining the theory which is discussed below in detail.
6.3.3.I. Integrating the categories
Corbin (1986a) argues that linking the categories and integrating them to each other is a 
means of putting conceptual order on the mass of data which has been accumulating 
during the research process. Integration is an ongoing process which begins to a lesser 
degree during the previous stages of analysis. It is the result of thinking evolution of the 
analyst over time through immersion in the data and the cumulative body of findings
151
Robab Latifnejad Roudsari Chapter 6: The process o f  analysis
which have been included in the memos and diagrams. In integration, categories are 
organized around a central explanatory concept and the central phenomenon is as the 
heart of integration process (Strauss and Corbin 1990). The relating of the categories to 
the core category is done by means of paradigm. At this stage the problem is to identify 
which category stand for what part of the paradigm. There are several analytic techniques 
designed to facilitate integration. In this study I used reviewing and sorting through 
memos, writing the storyline memo, and making use of diagrams (Strauss and Corbin 
1998). Fig.8 shows integration of the categories in the form of a paradigm.
Fig. 8- The integrated paradigm
Conditions
Experiencing 
fertility problem
Religious/ Sp. 
Orientation
Constructing religious/ spiritual meaning
(Cat 6)
Actions/ interactions
Encountering
infertility
(Cat, n
Coping
(Cat. 7)
Governing
emotion
(Cat. 4)
Decision making Adjusting Managing social
fo r treatm ent < - > relationships functions
(Cat. 5) (Cat. 2) (Cat. 3)
Consequence
Handling infertility peacefully
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6.3.S.2. Identifying the core category and basic social process
Corbin (1986) argues that once the major categories have been constructed and linked, it 
is the time to pull the theory together around a core category. Glaser states “the goal of 
grounded theory is to generate a theory that accounts for a pattern or behaviour which is 
relevant and problematic for those involved” (Glaser 1978). The problematic behaviour 
in this study was how women with fertility problem experience infertility in a religious 
and spiritual context and how religion and spirituality could help them to handle different 
issues related to infertility. According to Fagerhaugh (1986) the theory is explained by 
the core category which solves or processes the problem addressed, explains as much 
variation in behaviour as possible, and uses the fewest number of concepts possible. To 
differentiate the core category from the other categories I returned to the basic technique 
of questioning and asked the data: “in all the transcripts what seems to be the main story 
line, the main concept or pattern that I see happening over and over again?” Also I asked 
what category do all the other categories seem to be leading up to or pointing to?
The core category which explained how infertile women handled their fertility issues 
using their religious and spiritual beliefs was “constructing religious and spiritual 
meaning”. To nominate the core category, that is, the category which has the ability to 
pull the other categories together to form an explanatory whole, I felt that the phrase 
“constructing religious and spiritual meaning” although tells part of the story but it does 
not capture it completely. For this reason, I though that another phrase was needed, a 
conceptual idea under which all the other categories can be subsumed as suggested by 
Strauss and Corbin (1998). Therefore, I chose the abstract phrase of “relying on a higher 
being” as the conceptual central idea which appeared frequently in the data and within 
almost all cases there were indicators pointing to this concept. I realized also that it was 
sufficiently abstract to be researched in other substantive areas, leading to the 
development of a more general theory.
The core category was recognized as the basic psychosocial process (BSP) in this study 
as well. Fagerhaugh (1986) has argued that in a grounded theory study a core category 
always exists, however a BSP may not. Glaser (1987) emphasized that the core category
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itself does not have to be a process. For this reason, BSP is always a core category, but 
not all core categories are BSP. The unique characteristic of BSP is that BSP accounts for 
process, i.e., change which occurs over time. BSP is a gerund and in this study “relying” 
is a gerund which suggests movement and change over time, from the beginning of 
infertile women’s journey till its end. Fagerhaugh (1986) points out that not all 
participants in a study go through a process in the same way and as conditions change it 
may change. But the basic social process is basic, occurs over time and remains intact 
even when conditions vary it dramatically. In this study the process of “relying on a 
higher being” was a basic meaning made by infertile women throughout their challenge 
from the beginning till end.
6.3.3.3. Coding for process
In grounded theory analysis bringing process into the analysis is essential. Process as 
Strauss and Corbin (1998) argue can be described as a series of evolving sequences of 
action/ interaction which occur over time. It may change or sometimes remains the same 
in response to the context. It may be orderly, coordinated, interrupted, or in some cases, a 
complete mess, but it always has a dynamic and evolving nature. Process analysis was the 
hardest level of analysis in my analytical journey, because it involved ordering and 
linking many loosely formulated category in a logical whole (Corbin 1986a). But because 
it showed the changes in the social phenomenon being studied over time, it could direct 
me to the theory generation. Using process analysis I became capable to integrate the 
multiple experiences of infertility into a logical and understandable whole which gave the 
developed theory more explanatory power (Corbin 1986a). Developing process analysis, 
I have offered a particular outline of stages through which infertile women move as they 
come to terms with infertility. These various stages consisted of 1) encountering the 
problem 2) challenging acceptance 3) struggling for a resolution and 4) coming to terms 
which have been illustrated in Fig. 9. Indeed, identifying the process was not as simple as 
it is seen in this figure and it was achieved after a long time struggling to make integrated 
the major categories and finding the complex interrelationships between them and also 
their relationship with core category.
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Fig. 9- The changed paradigm following coding for process
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Relying on a higher being
(Cat. 6)
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Encountering infertility
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Managing Governing Dealing
iilness -4 - seif - > with others
(Cat. 5) (Cat. 4, 7) (Cat. 2, 3)
Coming to terms
(Cat. 5. 7)
Consequence
Spiritual deveiopment
63.3,4. Refining the theory
Corbin (1986a) argues that when the analyst after a long way came to terms with 
outlining the overarching theoretical scheme and developing a theory, it is not the time 
that he/ she should congratulate himself or herself and it is not instant to just relax yet. 
Because there is a great deal of work needs to be undertaken for refining the theory. This
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is what I exactly experienced in my own analysis. Refining the theory means reviewing 
the scheme for internal consistency and for gaps in logic, filling in poorly developed 
categories, trimming and validating the scheme (Strauss and Corbin 1998). For reviewing 
the scheme for internal consistency, the strategies that I used were writing the storyline 
memo and making diagrams. In the memos and diagrams, which were validated through 
reviewing by my supervisors, I was able to identify and show the flow of data in a logical 
manner.
In order to filling in poorly developed categories, I reviewed raw data through listening to 
15 remained interviews looking for data that might have been overlooked. The process of 
“filling in” continued till the final phase of writing (Strauss and Corbin 1998). My 
intention was providing “density”, i.e., identifying all the salient properties and 
dimensions of categories and thereby building in variation, giving categories precision 
and increasing the explanatory power of the theory (Strauss and Corbin 1998). One of the 
new concepts which emerged in this stage was experiences and expectations of infertile 
women from health professionals in fertility clinics in terms of addressing their religious 
and spiritual needs which was subsumed under the higher level category of “dealing with 
others”.
Trimming the theory means dropping the concepts which do not seem to fit or add 
anything to the theory or even cannot be subsumed under a broader category (Strauss and 
Corbin 1998; Corbin 1986a). Strauss and Corbin (1998) argue that “There are extraneous 
concepts that never were developed, probably because they did not appear much in the 
data or seemed to trail off into nowhere”. Corbin (1986a) points out that these ideas may 
be used in separate but related paper, but there is no reason to “clutter a theory” with 
concepts which lead nowhere or contribute little to its understanding. In my analysis the 
concepts which was not fit with the theory and dropped included: concepts related to life 
style such as changing career, altering eating habits to help fertility, the way of spending 
leisure time, physical changes accompanied by infertility, also issues related to treatment 
like high expenditure and unavailability of health national insurance for doing ART for 
treatment of infertility, disappointment from treatment, adopting a passive way of
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approaching infertility just like doing nothing and being hopeful in God’s miracles and 
being pessimistic about the fixture life.
Validating the theoretical scheme means how well the theory emerged from data fits with 
the raw data and also how it shows that nothing salient has been omitted from the 
theoretical scheme. For this purpose, I went back to raw data (religious interviews in 
general and non-religious interviews in particular) and compared the scheme against the 
raw data, doing a comparative analysis. The refined and validated theory has been shown 
in the next chapter (Fig. 10, P. 173).
6.3.4. Writing memos
After coding of few interviews and emerging initial categories I started to write memos to 
capture ideas and to document recurring concepts in the data (Corbin 1986b). They 
allowed me to keep a record of and to order the findings of the study. They also enabled 
me to understand where I have been, where I am now and where I need to go in the future 
of my research. It was a means for reflecting my analytic thought and helped me to write 
logical, because I could realize the lack of logic and coherence in my analysis when I 
wrote my ideas down on the paper. Also writing or reading of one set of memos could 
inspire new insights and perspectives and resulted in new ideas. Moreover, reviewing 
memos revealed the concepts which needed further development and refinement (Strauss 
& Corbin 1998). It is notable that writing memos was a good way for storage of analytic 
thought which could be ordered and retrieved as I proceeded to construct the theoretical 
scheme.
Memos varied in content, length, degree of conceptualization, depending on research 
phase and type of coding. At the beginning stage of analysis memos were simple, but 
they grew in depth and integration over time, because I knew that it is concepts and their 
relationships which move the analysis beyond description to theory, so I tried to be 
conceptual instead of descriptive.
I wrote different kinds of memos as analysis proceeded. They were written in the phases 
of open, axial and selective coding differently. In the early stage of open coding it was, as
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Strauss and Corbin (1998) indicate, like “working on a puzzle”. I tried to organise data 
through early categorization and putting each concept under its category. I sorted the data 
using different colours for concepts related to each category to be able to distinguish each 
concept quickly and construct a picture putting the similar concepts together. I called the 
memos which I wrote on categories and their properties (subcategories) category memos. 
Category memos contained a quotation from an interview along with an interpretation of 
what that incident might mean. By putting the quote and the interpretation in a memo, I 
had a ready reference to that category and could also check it against incoming data.
In the phase of axial coding I began to fit the pieces of the data puzzle together and place 
them in an overall explanatory scheme. The purpose was relating categories and 
subcategories through answering to the questions of what, how, with whom, when and 
where (Strauss & Corbin 1998). These memos were called comparative memos which 
built on similarities and differences between different cases including infertile women 
with similar faith or from different religious groups (Corbin 1986b).
At the stage of selective coding which denotes the final step in the analysis I wrote 
storyline memo which was the most analytic form of memos. In this stage I tried to pull 
together the previous memos and thoughts into a story aimed at identifying the central 
idea of the phenomenon under study (Corbin 1986b). It was an integrative memo 
explaining what the research is all about. In this memo the core category and the 
relationships of other categories to it were identified. Strauss and Corbin considered it as 
“a stepping off point for the analytic story” (Strauss & Corbin 1998:.237). Getting to this 
point I approached my work with more confidence and tried to validate the integrated 
scheme against data and to refine the theory which was already discussed.
6.3.5. Diagramming
I used diagrams as visual representations of analytical scheme in whole or in part in 
different stages of the analytical process (Corbin 1986b). Similar to memos, they grew in 
depth and integration and gave an overview of the theoretical scheme. They were 
particularly useful when I was overwhelmed with raw data or memos and needed a
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general idea of the analysis (Corbin 1986b). Developing diagrams was started in the 
beginning stage of open coding using Nvivo in order to move away from the data to 
abstract thinking and to gain analytical distance from material (Strauss and Corbin 1990). 
Although Strauss & Corbin (1998) argue that it should be preferably called listing for 
each category rather than diagram. This list was extended as analysis progressed and 
provided the foundation for the diagrams during the axial coding which were called 
paradigm. In axial coding diagrams were developed to describe the early relationships 
between categories and its subcategories. In selective coding I used diagrams to show the 
density and complexity of the theory, although it was difficult to translate the theory from 
words into a precise graphic form. Putting the theory in diagram helped me to be able to 
visually examine the theory for poorly developed categories, missed relationships, or 
incorrect relationships. I also made some diagrams for different parts of the theory to 
show the details of relationships in each stage.
6.3.6. Reflexivity in the process of data anaiysis
When I started analysing my data using grounded theory thinking to generating a theory 
from huge amount of raw data was like a nightmare. I had heard that grounded theory is 
the most complicated way of analysing qualitative data. I was aware that it is time- 
consuming and takes place over time. I knew that I should live with my data for a long 
time to be immersed into it in order to understand what is going on there. But I really did 
not know how to do it. The only thing that made me calm and hopeful for success was 
Strauss and Corbin’s advice that it is systematic, procedural, and as a process moves 
through phases. I was conscious that each phase in the analysis builds up to the next and 
this gave me hope to think that I am able to do that, as I had come from a positivist 
ground. I knew that I should be patient, as according to Corbin (1986b) there is no 
shortcut in the analytic process and no quick schemes or fast routes through the grounded 
theory analysis. I was aware that I must have confidence to my ability to interpret what is 
seen in the data. I had learnt from Corbin (1986b) that I must tolerate the ambiguity, 
feeling of being overwhelmed by the data, particularly in the early phases of research 
analysis. I was reassured that my confidence will naturally develop over time and the 
feeling of ambiguity and confusion passes as a coherent theory is developed.
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Having this mentality, I started my analysis under close observation and step-by-step 
monitoring of my analytic process by my supervisors. Indeed, my analysis took around 
two years and although I experienced a very hard time during this long period, but as 
long as I proceeded with analysis it became more and more achievable and of course 
exciting for me. In each phase I could not predict what I should do in the next but I 
became capable to do the next step just after finishing the previous one, because I gained 
something which itself guided me to go forward. Because of this, I believed that I would 
be able to understand the methodology only whenever I experience the analysis bit by bit.
I would say that undertaking different phases of open, axial and even selective coding 
and finding core category was not as hard as coding of process and discovering the 
relationships between major categories with each other and with core category and 
eventually outlining the theoretical scheme and developing the theory. But when I 
generated the theory I felt that, as Corbin (1998) indicates, the joy of discovery and the 
sense of accomplishment which come from a grounded theory analysis make my efforts 
worthwhile!
Through analysis it was endeavoured that the researcher’s understandings and 
interpretations are illustrated with representative quotes and direct expressions of the 
participants. In elucidation of some concepts, due to absence of relevant data in non- 
religious interviews, only the expressions of religious participants have been used as 
quote. This was particularly the case for discussion on religious concepts which mostly 
were addressed in the interviews of religious participants. For this reason, it might seem 
to readers that findings and discussion mostly reflect religious views instead of non- 
religious outlooks. Moreover, the quantity and quality of data collected from non- 
religious respondents was not as sufficient as religious data (7 vs. 30 participants). 
Therefore, it appears normal that religious data seems more highlighted (the reason for 
small number of non-religious participants has been explained in limitations of study 
(P.348-351).
The other point is that the strength and depth of my interpretations and understandings 
regarding religious/ spiritual perspectives in comparison with non-religious views is
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higher. The reason is that the data related to the religions participants are richer, deeper 
and more diverse in comparison with non-religions data. This imbalance of data was a 
consequence of the subjects under study. It is quiet obvious that a topic related to religion 
is not attractive for non-religious individuals. Furthermore, they have no much religious 
beliefs and practices to argue about. These participants’ brief answer to questions during 
interview did not allow me to go further in discussion, as most of my questions was 
something pertained to religion and spirituality and the way that these beliefs can affect 
participant’s handling of infertility.
My first intention for including non-religious participants was comparing those people’s 
views with religious/ spiritual participants. But I had no plan for recruiting the identical 
number of non-religious infertile women with religious/ spiritual ones from the 
beginning. Because I expected that non-religious infertile women’s interest to participate 
in such a study would be poor. For this reason, I did not include exploring of non- 
religious perspectives in my research objectives. Furthermore, my supervisors and 
colleagues encouragement to taking religious/ spiritual and non-religious perspectives 
into account was another motivation to recruit non-religious infertile women. The other 
point is that when I was in the process of recruitment I approached any infertile women, 
irrespective of their religious/ spiritual affiliation or whether they have any religion or 
not. So from a feminist point of view I expected myself to be committed to ethical and 
moral issues and also be approachable and open and not uncaring and defensive.
Notably, I realized that including non-religious outlooks in my analysis raised its strength 
and enhanced its originality, because the majority of religious studies have tried to just 
focus on religious people, ignoring non-religious viewpoints as an index for comparison 
with religious/ spiritual individuals. Although I acknowledge that my discussion 
regarding non-religious perspectives is not as strong as religious ones, but it is a good 
start to address this neglected area of research. I highly recommend conducting further 
studies on non-religious infertile women and the way that they handle their fertility 
problem. Having access to this group, because of its relatively small population, is not as
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simple as accessing religious people, but in the multi-faith and multiethnic society of the 
UK it seems feasible.
It is worthwhile to point out what does non-religiousness mean in this study. It means 
non-affiliation to any formal religion on the basis of a self-report by participants 
themselves which initially obtained through demographic questionnaire, in response to 
the question: “are you part of an organized religion or spiritual community?” Labelling 
participants as religious/ spiritual also was based on their self- report. I tried to provide 
more clarity for these concepts using a quantitative tool for measuring religiosity and 
spirituality, and also through probing questions while I was conducting face-to-face 
interviews. But in all situations, participants’ own claim was the indicator for 
categorizing women as religious/ spiritual or non-religious; because for me as a 
researcher arbitration and judging about the attributes of religiousness/ non-religiousness 
was almost impossible. The reason is that on the one hand, religion and spirituality are 
multidimensional concepts which can be presented in different ways and on the other 
they are absolutely personal, secret and sensitive issues for the majority of people. Krause 
(2002) has pointed out that religion is an incredibly vast conceptual domain that contains 
a bewildering number of facets or dimensions. As a result, it is difficult to identify, 
measure and analyze all the ways in which religion may be related to health. Hence, I 
tried just to keep away from this judgement and attempted to support all my 
interpretations by participants’ expressions through giving representative quotes.
Also within religious participants I avoided to have any distinction between practicing 
and non-practicing participants, because again I faced the previous scenario, having 
difficulty for judging. For the same reason, I stayed away from discussing about the 
degree of religiousness/ spirituality within religious/ spiritual participants. Even though I 
had participants’ religiousness/ spirituality score which I obtained it from quantitative 
tool, but because I came up to some discrepancies between these scores with what 
participants said in their narratives I tried to be cautious using it for any distinction, as I 
found it equivocal. I had planned to have a quantification of the level of religiousness/ 
spirituality of participants but this quantitative tool did not seem reliable. The evidence
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was that some of the participants who reported are non-religious got higher score than 
some other who considered themselves religious. Also one of the participants who was a 
member of church and attended church three times a week, in response to the statement “I 
consider myself religious” ticked the box of “strongly disagree”. She believed that she 
does not consider herself religious in a sense that she just does things in a very structured 
manner in order to draw God’s love and attention. Instead, her understanding of her 
spirituality was that she has a personal relationship with God. This participant had more 
attention to intrinsic religiosity than extrinsic and her personal interpretation of the word 
“religion” made her not to consider herself religious. Thus the meaning of religion and 
spirituality for everyone may affect the way she responses to the tool. As a consequence I 
recommend triangulating both qualitative and quantitative approaches to explore the 
concept of religion and spirituality in empirical research; because none of them are solely 
able to provide a wide and actual image of the reality of religiosity and spirituality.
I also need to mention that in the process of analysis and discussing findings I tried to 
argue the similarities and differences between religious participants and also religious 
and non-religious participants generally. But I endeavoured to highlight issues which 
were different from religious point of view in various denominations of religions. This 
was particularly the case with regard to religious authorizations on assisted reproductive 
technologies.
The other point that I need to emphasize is my impact, as a believer, on the data analysis. 
My frame of reference, my belief set and my religious upbringing all affected the way 
that I looked to the data. I was brought up in a strong religious family and have been 
under theoretical and practical trainings of my father who was a theologian, and this 
made me a strong religious person. As a result, all my thought, assumptions and 
teachings unconsciously affected my interpretations. I had precisely the same ideology, 
worldview, thought and perspectives of my religious participants. I had somehow 
experienced what my participants were experiencing and I had gone on the journey that 
they went through, although not in a same situation but in similar conditions. So I could 
understand and feel what they were thinking, feeling, saying and doing. In contrast, I was
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not familiar with non-religious world. Coding of transcripts and analysis of non-religious 
data was harder for me. This shows that how researcher in a qualitative study acts as a 
research tool and becomes a part of data. But I tried to be thorough and explicit through 
validating my transcribing, coding, categorizing, writing descriptive and analytical 
memos and developing theoretical scheme by my supervisors’ comments and feedbacks, 
and also through discussing my findings with my peers.
One of my supervisors had been brought up as a Catholic and had gone to a Catholic 
school. Her mother was a Catholic and her father was non-religious. She had been a 
practising Catholic till the age of 22 and then following starting university she began to 
find out the details about religion and spirituality. Then she became interested in 
spirituality and remained spiritual without any belief in the after life. She neither had 
children nor had tried to test her ability to conceive, as she had chosen voluntary 
childlessness. But she appreciates the willingness of women for wanting children. The 
other supervisor of mine similarly has been brought up as a Catholic and likewise had 
gone to a Catholic school. Her father was a Catholic and her mother was an Anglican. 
She had been practising all her life and at present she is affiliated to an Anglican church. 
Nevertheless, she has sometimes experienced doubt in a higher being because of 
experiencing infertility for many years.
Another issue which I need to make it clear is the role of ethnicity in my data analysis. 
Considering that the participants in my study were from a different range of ethnic 
backgrounds (mentioned in Table 3: frequency distribution of participants’ demographic 
characteristics, page 127) there might be a question as to why I have not analysed the 
impact of ethnicity on the experience of infertile women as well. However, my main 
concern and focus in this study was exploring the role of religion, although I 
acknowledge that religion, culture and ethnicity are overlapping concepts, but I believe 
that ethnicity needs to be investigated in a separate study. I should say that I did pay 
attention to ethnicity in my analysis generally and I found some differences in women’s 
beliefs with the same religion and different ethnic backgrounds, however I did not 
analyse the role of ethnicity in particular, as I did for religion and spirituality. I tried to
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make the issue understandable for the readers by putting the ethnicity and religion in 
brackets at the end of each extract of interviews.
6.3.7. Rigour in data analysis
Strauss and Corbin (1998) argued that for evaluating a theory-building study in addition 
to judgement about confirmability, transferability and credibility, two other issues should 
be considered. These two issues are “adequacy of the research process” and “empirical 
grounding of the findings”. They addressed some criteria for judging the merit of the 
work, which are supposed to deal with the adequacy of the research process and the 
grounding of its findings. The criteria that they proposed for making judgement about 
some components of the research process are giving information on original sample 
selecting, major emerged categories, the events or incidents which point to some of 
theses major categories, the major categories which guide the theoretical sampling, 
conceptual relations among categories and the way of identifying the core category. 
Strauss and Corbin (1998) indicated other criteria to evaluate the empirical grounding of 
the findings including generating concepts grounded in the data, relating concepts 
systematically, well-developing categories to provide conceptual density, increasing the 
range of variation, explaining the conditions under which variation can be found, 
identifying the process in data and producing significant theoretical findings (Strauss & 
Corbin 1998; Strauss & Corbin 1990).
I was aware of these criteria from the commencement of my data analysis and tried to 
take them into account in each analytical phase and record my reflections in my research 
journal. In order to help readers to judge the analytic logic and overall adequacy of the 
research process, I described my own procedural operations as I proceeded in the analysis 
in this chapter. I attempted through documentation of the research process, as memos in 
my research journal, make myself able to demonstrate the steps that I went through in my 
analytical journey. Such a process helps readers who are in need of further guidelines for 
making judgement about the value of generated theory.
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Additionally, I tried to include an explanation of my own perspectives and responses to 
the research process. This will enable readers to judge how my personal reactions might 
have influenced the interpretations placed on data. Identifying the strength and inevitable 
limitations of the study (P.343-351) also make readers more aware of how my study went 
ahead and which challenges I confronted with.
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7.1. Introduction
In this chapter, at first, the substantive theory of “relying on a higher being”, which has 
emerged from the data analysis and its elements including four stages of the theory, 
conditions (causal, contextual and intervening) which affected the action/ interaction 
strategies and the consequences of these strategies will be presented in brief to provide an 
overall picture of the findings and then the theory and its components will be elaborated 
in more detail. It is worthy to note that “relying on a higher being” was defined as the 
“basic psychosocial process (BSP)” and also the “core category” in this study. 
Considering that the “process” is the organising thread of a theory and itself is a core 
category, and bearing in mind that the theory is explained by a core category (Strauss and 
Corbin 1998), the terms: “theory”, “process” and “core category” have been 
interchangeably used to define the basic meaning of “relying on a higher being” in 
discussion. Moreover, to provide thorough explanation and account of the findings and 
also to maintain rigour and transparency, excerpts of transcripts have been used to 
illustrate and substantiate most of the findings. Furthermore, it was endeavoured the 
congruencies and divergences of main findings from literature to be highlighted in this 
part. It is notable that the dearth of literature on infertility and religion/ spirituality 
directed me to support the findings using the literature which have been conducted on 
experience of infertility generally, in which the findings related to religious and spiritual 
dimensions of infertility have been revealed sporadically. Except for few empirical 
studies which have directly addressed the religious/ spiritual issues in relation to 
infertility, the other citations were carried out using review papers which had focused on 
religious aspects of infertility treatment. Findings of the religious/ spiritual studies in the 
broad area of health were also used to support the findings of study.
7.2. Theory of “relying on a higher being” in a glance
The theory of “relying on a higher being” was defined as the core category and also the 
basic social process through continued scrutiny of the data. The theory encompasses four 
sequential stages: 1) encountering the problem 2) challenging acceptance 3) struggling 
for a resolution and 4) coming to terms. “Relying on a higher being” means trusting a 
higher power who can protect and help individuals while they go through these stages.
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While it appears that participants worked through the theory of relying on a higher being 
in a coordinated fashion, it is important to acknowledge that variations to the process 
happened due to different orientations towards religion, i.e. the context in which the 
action/ interactions were taken. Embedded within each stage of the theory of “relying on 
a higher being” were phases which are discussed below in brief.
7.2.1. Stage 1- Encountering the probiem
The majority of the participants when they encountered the problem of fertility and were 
confronted with the reality of their diagnosis, engaged in two phases: 1) “abrupt 
appraising” and 2) “subsequent reappraising” of their situation. The elaboration of this 
stage can be found in pages 174- 190.
7.2.2. Stage 2- challenging acceptance
Infertile women^ after an initial reappraisal of infertility and encountering the shocking 
stage of confronting infertility started a challenge to accept “self’ as infertile. In this 
stage they went through four phases: 3) feeling of disappointment-expectancy 4) feeling 
of self as different 5) trying to accept elf as infertile and 6) disclosing infertility to others. 
This stage has been discussed in detail in pages 191-209.
7.2.3. Stage 3- Struggling for a resolution
Participants in this study following disclosure of their illness, started to find a solution on 
their own or through seeking help from their husbands/ partners or close relatives and 
friends. At this stage infertile women went through different phases including 7) 
managing illness, 8) governing self, and 9) dealing with others. In each phase participants 
adopted some strategies to manage the situation. An extensive explanation of this stage is 
available in pages 210-295.
Infertile women in this chapter refer to the infertile women who were interviewed in this study.
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7.2.4. Stage 4- Corning to terms
In the final stage of infertile women’s journey, i.e. coming to terms, they went through 
two phases: 10) Challenging for last resort 11) Transforming life. This stage has been 
broadly described in pages 296-304.
7.2.5. Conditions (contextual, causal and intervening)
It is worthwhile to note that although all participants went through similar stages of 
encountering the problem, challenging acceptance, struggling for a resolution and coming 
to terms; these commonalities were interceded at the individual level by some contextual, 
causal and intervening conditions.
7.2.5.1. Contextual conditions
Religious/spiritual orientation was the contextual condition in this study in which the 
process of relying on a higher being was evolved. Participants in this study showed three 
kinds of religious/ spiritual orientation including intrinsic, extrinsic and quest orientation 
toward religion/ spirituality.
7.2.5.2. Causal and Intervening conditions
These conditions included illness-related factors, gender issues, ethnic and cultural 
features which made those stages different for participants. These conditions which are 
discussed in more details later (P.305- 316) led participants not to interact the same in the 
evolutional route which has been figured out in the process of relying on a higher being.
7.2.6. Consequences
Relying on a higher being gives the participants a deeper understanding and discovery of 
self, which lead to being happy with God-given phenomena, leaving self in trust of higher 
being, spiritual growth and development and as a result dealing with infertility more 
peacefully. These consequences have been discussed in page 317.
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7.3. The theory of “relying on a higher being” in detail
The data analysis process led to the identification of a single unifying core category 
labelled “relying on a higher being”. This grounded theory asserted that some people 
with infertility developed their spirituality through relying on a higher being as they 
made sense of and came to terms with their diagnosis. Evolution of this process was 
dependent on four dynamic and interconnected behaviours which were: 1) encountering 
the problem 2) challenging acceptance 3) struggling for a resolution and 4) coming to 
terms. It is important to acknowledge that variations in the process happened due to 
different orientations towards religion, i.e. the context in which the action/ interactional 
strategies were taken. Hence, in this study, religious and spiritual orientations were 
determined as the context in which the process of relying on a higher being was evolved. 
Pendleton (2002:2) citing The Fetzer Institute on Aging Working Group publications has 
argued that religiousness/ spirituality is a multidimensional construct including meaning, 
values, beliefs, spiritual experiences, forgiveness, religious commitment, private religious 
practices, religious/ spiritual coping, religious support, organizational religiousness and 
religious preferences. Considering these concepts, participants in this study showed three 
kinds of religious/ spiritual orientations including intrinsic, extrinsic and quest orientation 
toward religion and spirituality. The majority of religious participants had both intrinsic 
and extrinsic orientation towards religion/ spirituality, whereas non-religious participants 
showed mostly a quest orientation toward spirituality and religion. These different kinds 
of orientations toward religion resulted in different levels of religiosity and spirituality 
which itself affected the ways that infertile women managed their illness. Indeed, the 
level of religious and spiritual understanding within various participants, as they made 
sense of, went through illness processes and came to terms, was different.
Pieper (2004:360) citing Krause & Tran (1989) indicated that there is a distinction 
between the role of religion in people with different levels of religiosity. They pointed 
out that people with a high religiosity use of “main-effect model” in which religiosity 
exerts a general protective effect irrespective of the presence or absence of stress factor. 
But people with a moderate degree of religiosity utilize the “stress-buffering model” in 
which religion only influences well-being in the presence of stress. Pieper (2004) has
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argued that differences in the degree of religiousness led to a relationship between 
general religiosity, religious coping and well-being. My study findings also showed that 
not all women with fertility problems had the same spiritual journey. Participants with a 
religious/ spiritual orientation started their journey with religious and spiritual reappraisal 
of the situation. They involved in searching for meaning, gaining a divine insight, 
changing their outlook on life towards a sacred direction. This process gave them a sense 
of empowerment, confidence and spiritual consciousness which gave them more strength 
spiritually through the journey. But non-religious participants started the journey with 
questioning and disaffirmation of any spiritual power and tried to have medical 
reappraisal of their illness"^ ; however at the end they experienced a kind of spiritual 
awakening which gave them more empowerment and strength at the end stage of their 
illness. This issue has been broadly discussed at the end of this chapter (P. 301-303).
 ^To define infertility as an illness is a controversial issue which has been discussed in chapter 3: Review of 
literature, P. 40-41.
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Fig. 10- The theory of “relying on a higher being” and its elements
Context
orientation----------------------------- Quest orientât^
Relying on a higher being
Encountering the problem
O)
Challenging acceptance
Struggling for a resolution
Managing
illness
Governing / Dealing with 
self \ others
Coming to terms
Relying on a higher being
Consequences
Happy with predeterm ined destiny  
Leaving self in trust of higher being 
Spiritual growth and developm ent 
Spiritual peace
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Stage
One
7.3.1. Stage 1- Encountering the problem
The majority of infertile women in this study, when they were 
confronted with the reality of their diagnosis, engaged in two phases of 
“abrupt appraising” and “subsequent reappraising” of their 
situation which demonstrates how they perceived their illness in early 
stages (Fig. 11). Their immediate response to the problem, i.e., “abrupt 
appraising” was presented as disbelief, uncertainty, and questioning 
which was the primary reaction of the participants when they 
encountered the fertility problem. “Subsequent reappraising” was 
associated with more searching and probing to find out the cause of
the illness and reappraising the meaning of infertility. 
Fig. 11 - Stage 1: Encountering the problem
Encountering the problem
Rel./ Sp. orientation------------------------------------ Quest orientation
brupt apraisin
D isbelie f
uncertainty
Questioning
>ubsequer 
>raisin(
Religious/ spiritual 
appraisal < Exploring the cause > Medical appraisal
T
Religious/ spiritual 
meaning -making 4
R eappraising the  
m eaning o f infertility
► Secular meaning - making
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Park and Flokman (1997) in the “model of meaning-making coping” with stressful events 
distinguished between two levels of meaning including global meaning and appraised 
meaning of specific events. Park (2005) has argued that appraised meaning of stressful 
events includes appraisals of events as a loss, threat or challenge, as well as initial causal 
attributions which explain why the events occurred. According to Park, at a later stage, 
the person decides regarding what can be done to cope with the events. “Transactional 
stress and coping model” developed by Lazarous and Folkman’s (1984) has also focused 
on cognitive appraisal of the stressful situation which involves making initial attributions 
about the causes of the event and determining the extent to which the event is threatening, 
controllable and predictable (primary appraisal) and also deciding what can be done to 
cope with the situation (secondary appraisal).
7.3.1.1. Phase 1- Abrupt appraising
Infertile women in their primary appraisal of the situation showed attributes like 
disbelief, uncertainty, and questioning. This appraisal was the same in both religious and 
non-religious participants.
7.3.L1.1. Disbelief
To be aware of having a fertility problem for the first time and thinking about 
encountering infertility for the rest of life as an issue to struggle which was like a 
catastrophe for the majority of religious and non-religious participants. This shocking 
news was like a disaster, which collapsed all ambitions, dreams and aspirations of women 
for their future life with children.
“I  was devastated and, um, welling up with tears, wanted to call my family, my mom and 
describe the momentous anguish; I  can’t really say all it now ”(ZAJ 29 YJ Non-religious/ 
White British).
Presumably, being affected by this problem to this extent is because of cultural discourses 
of femininity and women's social role which have been constructed around motherhood 
in many societies, either traditional or contemporary. This notion has been discussed in
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more detail in page 37. This kind of thought is rooted in the cultural context in which 
participants have been brought up and nurtured and also in their familial background. 
Some infertile women had never experienced any kind of fertility problem in their family 
and generally they had seen married women who simply became pregnant in a short time 
after marriage: “I  never had this kind ofproblem in my family; it really was a shock for 
me” (SR/ 33 Y. /  Sunni Muslim/ Asian British). Having these experiences and not 
mentally expecting fertility problems caused disbelief in the majority of infertile women 
in their first confrontation with the situation.
“/  wasn’t quite expecting it. I  think that was probably the biggest blow ever in my life. I  
was pretty devastated actually. I  thought I ’d burst into tears. I  was really haunted by 
something; it was really hard (DL/ 36 Y./Non-religious/ White British).
Feeling of disbelief was more obvious in women who had been in the preliminary stages 
of investigation: ''At the stage that I  am at the moment, 1 wouldn’t say that I  have fertility 
problem ” (AH/ 32 Y./Christian; Church o f England/ White British).
7.3.1.L2. Uncertainty
The infertile women that I interviewed expressed their disbelief through expression of 
uncertainty about their fertility problems. This was particularly the case when the infertile 
women were in the first months of investigation.
“I t’s difficult to say that it’s fertility problem at this beginning. I ’m not certain. I t ’s 
basically not hundred percent, it’s a lot o f uncertainty” (AH/ 32 Y./ Christian: Church o f  
England/ White British).
They made themselves convinced and expected that “I ’m still in investigation” and 
because of that they were hopeful to become pregnant. Women who had experienced 
previous unsuccessful conceptions like abortion or ectopic pregnancy also experienced 
uncertainty. On the one hand, they did not want the label of infertility, as they had got a 
normal reproductive system which was capable to produce a baby. On the other hand, 
they needed this label to seek a solution.
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“I  can’t actually say I ’m infertile, that’s it. I  think that it’s part o f the problem, because 
you don’t really want a label In a way, you also do want to know, this is me. I ’ve got this 
problem, you know, help me. I ’ve got a problem. So you press away the label, but at the 
same time you want it, because you want a resolve ” (NF/ 35 Y./ Christian: Protestant/ 
White British).
It is worthwhile to say that one of the participants based on her gynaecologic history had 
a feeling of uncertainty and doubt in relation to her ability to conceive; “I  knew there was 
some problem deep down and also in my mind, I  don’t know all women have this, but I  
was worried” (NF/ 35 Y./ Christian: Protestant/ White British). She explained her 
struggle with her gynaecological issues from the time when her periods started and she 
always experienced very heavy periods, lasted a very long time followed by anaemia. As 
a consequence, she had also taken hormones when she was 17 and tried alternative 
therapies like homeopathy and acupuncture. Having this background, she conceived just 
after her first try for pregnancy which was shocking for her, although it was ectopic. 
After a while she became pregnant for the second time and it was again ectopic and she 
lost one of her tubes that had been ruptured. She felt frightened after her salpingectomy:
“You are pregnant first, may be then all happy that you ’re pregnant and then there is 
nothing to be wrong and then finally you realize it’s threatening your life and you’re 
frightened. I  wanted it out o f my body. Then you’ve got grieffor the rest o f the pregnancy 
and then you lose your tube potentially and your fertility affected. I t ’s very frightening; 
I t’s a very strange process” (NF/ 35 Y./ Christian: Protestant/ White British).
As a consequence, they suffered from confiision and scepticism which was rooted in their 
primary imagination of not being able to conceive, and then becoming pregnant and 
losing tubes in a life-threatening situation in a short time and eventually encountering 
infertility. It was like a dream for this participant which believing it in the real world was 
so difficult.
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7,3,LL3. Questioning
Infertile women that I interviewed subsequent to showing the feelings of disbelief and 
uncertainty started questioning the causes of infertility: ‘7  couldn’t quite understand why 
may be I  was infertile ” (VS/ 33 YJ Non-religious/ African British). As a consequence, 
they started to seek factors that resulted in their body impairment with its consequence of 
"troubled conceiving” and inability to have child. They were keen to know what was 
wrong with their body and why their body was unable to produce a baby in a straight 
manner.
“It was very much o f just wanting to may be know what was going on in my body? What 
was working correctly or wasn’t working correctly that led me being infertile and having 
trouble conceiving” (VS/33 Y./Non-religious/African British).
Some of the participants frequently asked themselves "why m e?r and impatiently tried to 
find an answer for that, because they believed that they have met all requirements for 
conceiving, so there was no reason that they could not be a mother. They pointed out “I  
did everything right” and were astonished why they were unable to have children. They 
compared themselves with their friends and relatives and asked "how did they got 
children and I  didn’t?'' Blenner (1990) reported the same concept in her study on 
experience of infertility and found that infertile women facing this new reality started to 
“accounting” in which they searched for causes of the infertility and asked "why mel 
What might have caused this to happenl" Greil et al. (1989), likewise, in his study about 
theodicy of infertile women and men in New York reported that one participant who was 
a strong religious person responded to infertility in the same way. She questioned God for 
not having a child: "I didn’t do anything wrong, I  still don’t understand what I  did 
wrong”. In my study, one of the Catholic participants asked the same questions 
confronting with two sequential ectopic pregnancies and losing both her tubes. She 
expressed her feeling after coming out from the operating room and being informed by 
doctor of her salpingectomy: “my first reaction was but God!!! Why did it happen? Why 
did you do this? What did I  do? Did I  do anything that bad to deserve this (Natash T/ 
Christian/ Protestant)?” Dutney (2007), regarding questioning likewise argues that
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people in the Abrahamic traditions experience infertility as a faith crisis. They ask 
questions like "why is God doing this?" or "What have I  done to deserve this from God!"
Overall, I would say that the findings demonstrated that religious and non-religious 
infertile women encountering infertility had the same abrupt appraisal showing attributes 
like disbelief, uncertainty, and questioning. But their subsequent appraisal was different 
which is discussed below in phase two.
7.3.1.2. Phase 2- Subsequent reappraising
In this phase infertile women endeavoured to reappraise their situation through exploring 
the causes of infertility and also reappraising the meaning of infertility. Subsequent 
reappraisal was different in two groups of religious and non-religious participants.
7.3.I.2.I. Exploring the causes of infertility 
A. Religious/ spiritual reappraisal of infertility causation
Religious participants tried to reappraise infertility as a God-given phenomenon and 
consequently, they believed in the spiritual causation of infertility. Sandelowski and 
Pollock (1986) have also pointed out the spiritual dimension of infertility. They argue 
that infertility is an experience which has two dimensions: temporal and spiritual. For this 
reason, infertile women on the one hand struggle with the body and earthly issues and on 
the other hand they have continuing confrontation with God, faith and other sacred 
concerns.
It is noteworthy that different religious infertile women presented various levels of beliefs 
in spiritual causation. The first group, which consisted of the majority of religious 
participants, believed in both spiritual and medical causations. Many of these participants 
prioritized the spiritual causes, i.e., whereas they believed in the contribution of medical 
causes, simultaneously they viewed God as the creator and thought everything in life was 
under the control of His supreme power. A few religious participants in this group 
believed in the major contribution of spirituality and minor contribution of medicine as 
causes of infertility. The second group believed in equal role of spiritual and medical
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causes of infertility and imagined that “it’s fifty-fifty”. The third group were a few 
religious participants who presented their ambiguity and imprecision regarding spiritual 
or medical causation of infertility.
I- Giving priority to the spiritual causes of infertility
The participants who prioritized the spiritual causes of infertility believed that although 
the cause of infertility is medical but whatever it is, it is under God’s control: “It is 
medical so often, but I  believe that God is in its control, because He is greater. He is the 
creator” (CF/ 60 Y./ Christian: Baptist/ White British). Some participants expressed an 
interrelationship between the spiritual and medical causes of infertility with reference to 
God’s decision as the primary determinant like what this Muslim participant has 
expressed:
“First, the decision is from Allah. The decision is made in heaven and then obviously if  
Allah doesn’t want me to have a baby, he’s going to put a problem or a complexity in my 
body. So I  won’t be able to have child” (S. /  33 Y. /  Sunni Muslim/ Asian British).
Giving priority to the spiritual causes of infertility was also presented by one of the 
Christian participants. She said:
“I  think it’s a bit o f both. But I  also think that God is bigger than those and if  He wants to 
then He can work through the doctors or He can work on His own. So I  think it’s a 
mixture ” (AH/ 32 Y./ Christian: Church o f England/ White British).
Some participants prioritizing spiritual causes of infertility reflected their fatalistic views 
in this regard: “we are doing everything in our power and it’s not happening really; i f  we 
are not meant to have children we won’t have it” (CA/ 38 Y./ Christian: Catholic/ White 
British). One of these participants who had converted from Orthodox to Baptist 
denomination of Christianity believed in both medical and spiritual causation of 
infertility after her conversion:
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“Before I  became a Christian, a Baptist, I  thought that it’s just medical. After I  read the 
Bible I  started to think and I ’m thinking that for everything in the life there is a reason, 
why this happens and that doesn’t happen. For me, now, there is a reason why I  haven’t 
had children until now. Now everything is in God’s hand and if  it meant to be that I  have 
one I  will have and i f  not I  won’t. This situation gives me the peace and I  can go ahead as 
you are seeing me, peaceful” (ED/40 Y./ Christian: Baptist/European).
The notion of infertility as something beyond human comprehension also emerged from 
SewpauTs (1999) qualitative study entitled: “Culture, religion and infertility: A South 
African perspective”. She elaborated that in response to the question “why me” and the 
search for meaning, most participants across all religious faiths believed that infertility 
was further than human beings’ understanding. Papreen et al. (2000) also found that 
Bangladeshi women’s perception regarding infertility causes was varied from the 
supernatural to physiological and psychosexual causes. He asserted that many women 
attributed the cause of infertility to God’s will or something beyond human power, 
particularly evil spirit. Papreen et al. (2000) has argued that similar traditional beliefs to 
explain supernatural causes for women’s infertility, as well as the belief that it is God’s 
will, have been reported in other societies such as Egypt, Mozambique and South Africa.
Some of the participants in this group believed in the major contribution of spiritual and 
minor role of medical causes: “the most o f infertility causes is something that never can 
be understood by medicine” (IM/ 30 Y. /  Sunni Muslim/ African). One of these 
participants referred to “Jinn” as individuals who influenced the capability of women’s 
fertility and blocked it. She believed that medical interventions have a minor contribution 
in resolving the fertility problem:
"They (physicians) never ever understand it, because there is something inside the 
people living with them, known as Jinn, who blocks everything. Do you understand Jinn? 
God mentioned it in Koran. Jinn is the enemy o f human being" (IM/ 30 Y. /  Sunni 
Muslim/ African).
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It is worthwhile saying that according to the Koran, Jinns are entities other than human 
who were created by God from a smokeless flame of fire: “He created men (Adam) from 
sounding clay like the clay of pottery and He creates the Jinns from smokeless flame of 
fire” (Koran, 55:15). Jinns follow various paths. There are righteous as well as 
unrighteous Jinns: “Some of us are righteous and some are less than righteous; we follow 
various paths” (Koran, 72:13). Disbelieving and disobedient Jinns and human beings are 
known as Satan. The first recorded Jinn to be disobedient was Iblis. According to the 
Bible, Jinns are the spirits who can be good or evil (2 Chronicles 20:22).
In the current study the participant who viewed Jinn as the cause of infertility addressed 
the devilish aspect of Jinns and knew them as the enemy of human beings who are 
responsible for any affliction and catastrophe. Seybold (2001), in his study exploring a 
Senegalese woman’s experience with infertility, similarly pointed out this participant’s 
belief in Jinn as the cause of infertility. Seybold (2001) also indicated that this participant 
confided having sex with a jinn boyfriend in her dreams who does not want her to have 
another man’s child. Another participant in my study expressed absolute God’s 
contribution to infertility. She criticized the educated people who believed in medical 
causes of infertility and stated:
“Probably some educated people just think to medical aspects o f it but I  think that 
science cannot understand for example why my womb has no capability for keeping the 
foetus. But definitely i f  it becomes aborted, hundred percent it’s God’s will and it’s 
according to God’s advisability” (MK/ 40 Y./Shi’a Muslim/ Asian).
Another participant expressing the same opinion made her view documented by the news 
which she had heard about an infertile woman:
“There is a woman who had thirteen LVF treatments and she hadn’t got a baby; probably 
wasn’t meant to be and one lady she had one go and she ’d got children. So this is not 
medical issue” (HA/26 Y. / Sunni Muslim/Asian British).
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She believed that for occurrence of each phenomenon there is a right time which is 
determined by God and it does happen in that appropriate time:
“I  can have thousands o f LVF treatments hut when the time is not right for me or when 
i t’s not a right thing for me, it’s not gonna happen. So it’s not a medical thing. Because 
when a life or soul comes into the world it has to come into the world. Doctors can’t do 
anything about it. When you want a baby or you don’t want a baby, still he is coming 
into the world. So it’s not a medical thing. I t ’s something related to God. That’s my 
opinion” (HA/26 Y. / Sunni Muslim/Asian British).
Yebi (2000) likewise, has argued that many Ghanian infertile women in the Netherlands 
viewed infertility as a spiritual more than a physical problem and believed that infertility 
is caused by witchcraft, misconduct toward parents and taboos being broken.
II- Giving equal role to the spiritual and medical causes of infertility
Participants who believed in equal role of spiritual and medical factors as causes of 
infertility interpreted it as: “I  think i t’s fifty-fifty, it’s somehow God’s will and somehow 
depends on medicine ” (SQ/ 24 Y./Shi ’a Muslim/ Asian). They thought that spiritual cause 
of infertility was an issue which existed but was incomprehensible for them: “I  know 
there are many unenlightened individuals who manage to get pregnant but I  think to 
other issues that we don’t know about it” (NF/ 35 Y./ Christian: Protestant/ White 
British). Simultaneously, they believed in the contribution of medical factors in parallel 
with the power of the mind. These participants paid attention to all and tried to be “in 
between”. The following extract reveals this meaning:
“I  think together I ’m getting a picture. There are things in your faith, there are things 
physical and then there are also things in the mind. I ’m trying in between” (NF/ 35 Y./ 
Christian: Protestant/ White British).
Sundby (1997) exploring traditional and modem health care for infertility in Gambia 
stated that people may believe that there are spiritual and health reasons for infertility at
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the same time. Hence, they utilize both types of explanations in their consultations. 
Sundby (1997) has argued that such traditional beliefs are common in the African 
continent.
Ill- Feeling of ambiguity in relation to infertility causation
A few religious participants showed their ambiguity and imprecision regarding causes of 
infertility. They referred to “devil” and also “karma” as causes o f infertility. One of the 
participants, who was an African student midwife, described a cultural interpretation of 
knowing a spiritual force like “devil” as cause of infertility:
“The culture that I  belong to, a lot o f people would say that it’s from a higher force. I t ’s 
spiritual, something like the work o f devil. I f  there is something spiritual which is the 
work o f devil, i f  it’s the work o f devil, what you, as a human being, can do about it (EA/ 
40 Y./Christian: Protestant/African)?
She avoided expressing her attachment to this cultural notion but unconsciously she could 
not refuse it completely: “I  don I  like attribute in the blame to devil. I f  I  blame the devil it 
means that Fm thinking negatively”. She expressed her belief in God and the notion that 
there are reasons behind all God-made phenomena, although people cannot understand it 
fully:
“What I  believe is that things happen for a reason and we don’t know the reason. I  don 7 
know why it’s happening; the more I  think about it, the less I  get answer” (EA/ 40 Y./ 
Christian; Protestant/African).
She thought that focusing on something that she had no awareness of its reason was 
associated with frustration. Hence, she tried to put it away and not to think about. She 
mentioned that this lack of knowledge about the reason of the events was resulted in 
distress and because of this she avoided to question her infertility.
“We don’t have an answer to everything. We try looking for them. We don’t get them and 
it makes thing miserable. It leads to distress; so I  don’t go down the line ” (EA/ 40 Y./
184
Robab Latifnejad Roudsari Chapter 7, Findings and discussion
Christian: Protestant/African).
Sundby (1997), likewise, pointed out that in African culture, health hazards may be 
interpreted as something being processed by evil spirit or as misfortune because of God’s 
will. Papreen et al. (2000) also indicated that infertility in Bangladeshi women was most 
commonly attributed to supernatural causes, particularly evil spirit which affects 
menstruation. They believed that an evil spirit is manifested by menstrual problems. 
Papreen et al. (2000) have argued that even spiritual healers in Bangladesh believed that 
because women menstruate, they are more vulnerable to Jinn and evil eyes, who like 
fresh and bloody matters which are alive.
Another religious participant referred to some people who believed in "karma" and 
elaborated it in such a way that “if you adopt a child you will conceive”, but her 
hesitation and doubt was clear in her words in relation to this belief:
"Some people say that it’s karma and you see, you want to adopt and in the minute you 
decide then you conceive. So part o f me, I  want to adopt. I l l  adopt, may be I  trick myself, 
and then I  get pregnant naturally. But I  don 1 know, to be honest, I  don 1 like to think o f 
karma, because there are issues that we don’t know about it” (NF/ 35 Y./ Christian: 
Protestant/ White British).
This extract showed that she was challenging herself. While she believed in something 
behind the human power, she could not accept concepts like karma.
B- Medical reappraisal of infertility causation
Non-religious participants reappraised infertility causation medically and believed that it 
has no relationship with spirituality: “I t’s a medical thing and needs to be fixed” (Z/ 29 
Y./ Non-religious/ White British). They mentioned different physical factors like 
chemicals, environmental pollution, foods, medical procedures and also psychological 
factors such as stress as causes of infertility. Some participants with scientific 
backgrounds viewed infertility as a medical issue and related it to something wrong in the 
body which according to them is a “fine-tuned machine”:
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“There are so many things could go wrong in the body and the body fascinates me. I  
think it’s such a fine-tuned machine but I  think so many things can go wrong, so it’s a 
medical thing” (CB/32 Y./Non-religious/ White British).
Non-religious participants did not believe in something spiritual as a causal factor for 
infertility. They interpreted infertility as a “medical issue with psychological impact”.
“I  don’t think it’s anything spiritually or religiously. I  don’t believe that there is a power 
who comes down and says OK you can’t have children. I  don’t think so at all” (VS/ 33 Y./ 
Non-religious/African British).
Sewpaul (1999) found the same concept of unbelieving in spiritual cause of infertility in 
her study. One of the infertile women in SewpauTs (1999) study expressed that infertility 
is unrelated to religion and it happens because of human error, as "God is just a God, a 
God o f love". This participant believed that infertility is a physical fact of nature and has 
no relationship with her spiritual goodness or badness.
But it is notable that some of the non-religious participants in my study expressed their 
doubt and confusion when they heard about women who had no certain problem and 
could not become pregnant. They described it as “bad luck”:
“I  can’t answer the cases in which absolutely there is nothing wrong and it (pregnancy) 
doesn’t happen. I  think it’s just bad luck, I  don’t know. But I  don’t believe in the great 
being that decided you will not have baby, it’s difficult actually” (Caroline Caroline/ 
non-religious).
7.3.I.2.2. Reappraising the meaning of infertility 
A- Religious/ spiritual meaning-making of infertility
I- God’s gift
Reappraising the meaning of infertility by religious participants was carried out in a 
positive manner. Infertile women who were strong believers viewed the children as God- 
given gift and showed peace and resignation. They were happy and satisfied with what 
God had given them in this world, either pleasant or unpleasant, and rationalized it as:
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"child is a gift from God and it's a gift to have one and it’s a gift not to have one; both are 
gifts, so I  was very much in peace” (Anna/ Christian/ Baptist.)
One of the participants told her story of “direct speaking of God” to her after hearing 
about her fertility problem when she came back from hospital and consulted with the holy 
book to see what and how God spoke to her.
“I  went home actually and opened my Bible, because I  do that frequently and I  came 
across these words, when I  heard and it said: “sing, O ’ barren woman, you who never 
born a child, burst into song, cry for joy, you who were never in labour”. This just spoke 
to me immediately. I  opened my Bible, it was: “sing O ’ barren woman” and I  said 
wonderful! This is God! So there was answer to that we were thinking about. Are we 
having children? You’ve blessed because you are not having that. So we thought no, this 
is right, this is good, we are blessed indeed” (Anna/ Christian/Baptist).
II- God’s wisdom
Also they believed in God’s power and wisdom and tried to tolerate the situation with 
this belief that: "Whatever the problem is in our body He (God) can change that”. They 
believed that God is the only power who could solve their problem.
“I  know in my heart that it’s not in the hand o f human. I t ’s in the hands o f God. I f  we put 
the pressure in entire world nobody can do anything; it’s only God who can do it” (HA/ 
26 Y. /  Sunni Muslim/Asian British).
They also believed that God has the absolute knowledge and He is the one who knows 
everything better. This confidence and trust in God resulted in peace and calmness and 
being convinced that "if it doesn’t happen God knows better”.
“I  am relaxed; I  have peace, may be because o f my faith, because I  believe that 
everything is in the hand o f God. He knows better what I  need and what I  don’t. May be 
this is the reason o f my peace” (ED/ 40 Y./ Christian; Baptist/ European).
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Turning things to God helped participants to see themselves being supported and 
protected. These thoughts helped religious infertile women to confront their problem 
peacefully: “I  leave everything to God to see what would happen ” (EA/ 40 Y./ Christian: 
Protestant/ African).
III- God’s reward
Some of the religious infertile women reappraised infertility as adversity and deprivation 
in this world which will be reimbursed by God’s reward in the after life and in heaven if 
they attempt to be patient in this world and to bear it peacefully and appreciatively. So 
they tried their best to be pleased and content with what God has planned for them. 
Indeed, they utilized a compensation mechanism for their feeling of loss and tried to find 
the situation spiritually beneficial, i.e. thinking to the other world and God’s reward 
which will be granted to them.
“This world is not everything and 1 will not have a long life, one day I  will die and in the 
other world God rewards me because o f the difficulties which I  had in this world, you 
know ” (ND/ 32 Y./Shi ’a Muslim/ Asian).
IV- God’s plan
Some other religious participants reappraised infertility fatalistically and viewed the 
situation as God’s plan which they had no ability to change it: “it’s not in my hand, it’s 
up to God”. These women believed in predetermined destiny and God’s control over 
people’s life. This knowledge let them to show particular kinds of appraisal and 
attribution in confrontation with infertility.
“When we heard about that we just said this is right and this is what God wants and we 
were very peaceful about it. I t ’s never caused a problem, to be honest” CF/ 60 Y./ 
Christian: Baptist/ White British); we took it as it came and we are seeing what God 
wants to do for us” (ED/ 40 Y./ Christian: Baptist/ European).
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It seems that all these reappraisals are reflections of women’s religious worldview which 
help them to find meaning and purpose in life in a different manner and as a result 
perceive infertility in a particular way. Jacobson et al. (2006:42) citing Kleinmman 
(1988) argues that illness can change a person’s sense of identity and the new identity 
might not fit into the former framework of meaning. Jacobson, et al. asserted that an 
initial appraisal of situational meaning may be transformed to a point where it can be 
reconciled to the person’s pre-existing framework of global meaning, without 
significantly changing that framework. According to Park and Folkman (1997) global 
meanings may be defined as people’s fimdamental beliefs, assumptions and expectation 
about the world; whereas situational meaning means the interaction of people’s global 
beliefs and the circumstances that he face which is called “environment transaction”. I 
argue that in my study religious participants confronting the circumstance of infertility 
(as a situational meaning) tried to get back to their fundamental belief set (global 
meaning) and reappraise infertility in accordance with those beliefs.
B- Non-religious meaning-making of infertility
Non-religious participants reappraised infertility as feeling of incompleteness; “I  feel a 
little incomplete”, inability to fulfil the feminine role; “Each woman thinks she gets 
married one day and she becomes a mother one day; and feeling of loss: “/ felt that I  had 
lost something that I  had”. Feeling of loss was expressed by one participant using 
metaphors like: “it was like losing an eye, a little bit like losing a leg”. Some participants 
reappraised infertility as “something very difficult to understand”, and “hardest 
experience to deal with". These appraisals were somehow rooted in their upbringing in 
pronatalist societies in which motherhood is a social norm and is something "fixed in the 
mind”. These kinds of reappraisal were presented by some religious participants as well.
7.3.1.3. Conclusion
The findings of this study showed that the majority of infertile women confronting the 
reality of their illness involved in two phases of abrupt and subsequent appraisal of 
infertility which explicate how they perceived their illness in early stages. Abrupt
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appraisal was expressed as disbelief and shock, uncertainty and questioning that was 
nearly identical in both groups of religious and non-religious participants. Subsequent 
reappraisal occurred after the initial critical phase in which infertile women reappraised 
the situation more logically. In this phase, they went towards a preliminary process of 
meaning-making, but it did not happen for all participants. Some, but not all, religious 
participants tried to reappraise infertility religiously and spiritually. They reappraised the 
cause of infertility as something spiritual as well as medical. They expressed a positive 
image of God and viewed infertility as a God- granted phenomenon which they 
interpreted it as “God’s plan”, “God’s gift”, or “God’s reward” for tolerating adversity 
and deprivation in this world. Non-religious participants reappraised infertility as feeling 
of incompleteness, inability to fulfil the feminine role, feeling of loss, something difficult 
to understand and hardest experience. Infertile women after this preliminary stage started 
struggling with “self’ to gradually accept the reality and challenging to accept self as 
infertile, which is discussed in the next stage (stage two: challenging acceptance).
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7.3.2. Stage 2- challenging acceptance
Infertile women after initial reappraisal of infertility and coming 
across the shocking stage of confronting infertility started a challenge 
to accept self as infertile. In this stage infertile women went through 
four phases: 3) feeling of being in disappointment- expectancy 4) 
feeling of self as different 5) trying to accept elf as infertile and 6) 
disclosing the illness to others^ (Fig. 12).
Fig. 12- Stage 2: Challenging acceptance
Challenging acceptance
Religious/ Spiritual orientation---------------------Quest orientation
Disappolntment-
expectancy
Feeling self as 
different with others
A ccepting as a G od- 
given ph en om en on
Trying to accept self 
as infertile
A ccepting d u e  to 
pa s s ag e  of tim e
disclosing the illness to 
others
The num ber o f  phases has been sequencially m entioned from stage 1 to stage 4.
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7.3.2.1. Phase 3- Feeling of disappointment- expectancy
In this phase, infertile women felt that they were in a disappointment- expectancy status. 
On the one hand, they were challenging themselves to accept their fertility problem. 
Because they needed to open the subject up beyond their “self’ circle and thinking to do 
this was disappointing. On the other hand, they have been hopeful and expectant to 
conceive and experience motherhood following seeking available medical services. They 
thought that they are in the preliminary phases of diagnosis and have plenty of time to 
manage their fertility problem properly and come to terms, successfully.
Some participants who had just started the infertility investigations were more hopeful to 
be treated: "We haven't tried again and again and again for treatment, so I  am hopeful to 
have a successful pregnancy” (CA/ 38 Y./ Christian: Catholic/ White British); although 
they had experienced a kind of uncertainty: “Still there’s a kind o f hazy cloud around 
what exactly has lead to me being infertile ” (VS/ 33 Y /  Non-religious/ African British). 
They believed that without hope nobody could start and continue the treatment. They 
viewed hope as a guarantee for following the process of treatment, but they were fifty- 
fifty hopeful to attain a successful pregnancy. Sometimes they avoided thinking about 
inability to have children, but at the same time they had accepted that it is a “strong 
possibility” : “le a n ’t see my future without children but there is always an element that it 
might not happen but I  don't want to think about that” (CA/ 38 Y./ Christian: Catholic/ 
White British).
Religious participants tried to maintain their hope in God’s compassion and blessing and 
the notion that “it’s not up to people, it’s up to God” (HA/ 26 Y. /Sunni Muslim/Asian 
British).
“To an extent. I ’m not feeling totally negative about it and saying it’s never gonna 
happen, because it will happen. Many times people have gone to doctors and doctor says 
you never can have children and may be a year later the lady’s got pregnant; so people 
don’t know everything, you know” (HA/26 Y. /SunniMuslim/Asian British).
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Mattis (2002) who has explored the role of religion and spirituality in the meaning- 
making and coping experiences of African American women, likewise referred to the 
status of disappointment- expectancy in her study. She asserted that participants’ 
confrontation with reality were often painful and made them feel fragmented but 
spirituality provided the protection to keep their psychological integrity and played a key 
role in women’s attempts to struggle with and resolve this tension.
7.3.2.2. Phase 4- Feeling self as different with others
In this phase, infertile women compared themselves with their fertile friends. They had a 
feeling of being different with the other married women who were able to conceive 
straightaway and quickly after meeting their husbands: “They know something that I  
don't know” (IM/30 Y. / Sunni Muslim/African). Blenner (1990), in her study exploring 
infertile women’s perception through infertility treatment referred to the feeling of 
difference with others. She found that infertile couples in their confrontation with the new 
reality of infertility, following a phase of accounting and guilt shifted their perspective 
towards “differentiation”. She has argued that differentiation occurred when couples had 
feelings of loss and started to perceive themselves as being different from the fertile 
world.
Infertile women participated in this study, suffered from a psychological strain of not 
being understood by the fertile women who easily became pregnant and even did not 
think about it.
“Sometimes it seems so easy for people who don't really think about, getting pregnant, 
they think the pregnancy is an easy thing, and I  still pushing me to get to that stage and 
this is the difference between me and them” (IM/ 30 Y. /Sunni Muslim/ African).
They also compared themselves with their younger friends and also sometimes with those 
who experienced “accidental” and unplanned pregnancies as a consequence of 
premarital sex. Some participants judged women who terminated their pregnancy 
electively and aborted their foetuses, which seems strange and unbelievable for the
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couples who are trying every single possibility to rescue themselves of the devastation of 
childlessness. They imagined if they did not “throw away” their children, for whom 
infertile women struggled, it would be “fair enough” to grant them to infertile couples: 
“I f  the people who throw their children away give them to the people who don't have, 
that would be fair enough ” (IM/ 30 Y /  Sunni Muslim/ African).
The feelings of difference and deviance were accompanied by different emotions. Some 
of the participants referred to a “competitive element” between married couples who tried 
to have more and more children, whereas they could not contribute in this match and as a 
consequence they had feelings of detachment, loneliness and being left behind:
“There is a competitive element to married couple altogether. They've got kid and then 
they've got second and then third and you still left behind. Also on an emotional level you 
can't tolerate anymore (NF/35 Y./Christian: Protestant/ White British).
Some participants blamed themselves because of selecting a selfish way of life: “I f  we're 
not blessed with children then we will have a different life in a very selfish one (CA/ 38 
Y./ Christian: Catholic/ White British). They also had a feeling of regret for not being 
able to nurture children despite of having good income and appropriate life conveniences.
“I  feel, you know. I'm in love. I'm married. I'm happily married. You know, I  feel we 
could give child a very good style in life. We do our best and that's all we ask for ” (CA/ 
38 Y./ Christian: Catholic/ White British).
The feeling of difference in the most of religious and non-religious participants was the 
same. Only a few religious participants were convinced with the situation and had 
acknowledged the difference in creation between people. Hence, they approached their 
fertility problem, peacefully.
“Fm aware that I  have a lot o f friends with similar age to me who are conceiving 
naturally and quickly and it’s the time that makes me feel sad. But I  just felt a bit sad’.
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Then I  recognized that we all are different. I  think that’s their story and my story is 
different. That’s OK” (AH/ 32 Y./ Christian: Church o f England/ White British).
These participants tried to accept their difference from the fertile women through 
directing it towards difference in God’s creation. Sandelowski and Pollock (1986) in this 
regard have argued that infertile women’s alienation and separation from fertile women 
spread from their worldly life to their spiritual life and also to their relationships with 
God who is the creator and plans to give children to people or not.
7.3.2.3. Phase 5- Accepting self as infertile
Accepting self as infertile was the next stage of infertile women’s struggle with their 
illness. In comparison with non-religious participants, it was more straightforward for 
religious participants who reappraised the situation more positively, although few 
religious participants reappraised infertility in a negative manner. Positive reappraisals of 
infertility were described as God’s will, God’s test, thinking of being chosen by God, and 
life enriching experience. Negative reappraisals were presented as viewing infertility as 
punishment, outcome of disobedience, being cursed and God’s discrimination. These 
different reappraisals are discussed below.
7.3.2.3.I. Positive religious reappraisal of infertility 
A- God’s will
Religious infertile women mostly viewed infertility as the epitome of God’s will. They 
believed that nothing could happen without God’s contribution and He has the control 
over people’s lives and the destiny of people has already been planned by God, hence 
they have to accept what God has wanted for them. This is what Yamey & Greenwood 
(2004) called it “predestination of divine will, or fatalism”. So they thought that it would 
be a kind of devotion if they welcome all things which come from God’s side. “I  think 
that this is something missing, but at the end o f the day, I  think that it’s my Allah's will, so 
I  will have to accept” (SR/ 33 Y. /Sunni Muslim/Asian British). Sometimes they assessed 
it logically and thought that God, who is the most compassionate and merciful entity, has 
planned this kind of life for them which certainly is the most appropriate way of living
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associated with blessing and mercy: ‘Some times I  think this is God’s will. He determines 
the destiny o f everybody and He blesses all human beings’ (SR/ 33 Y. /  Sunni Muslim/ 
Asian British). They believed that God’s will is the most advantageous and superlative 
situation in their life, because God always knows “what’s best really".
"I believe that God loves me. So I  believe that whatever I  have to deal with, it would be 
OK somehow, even it is not a situation that I  enjoy or particularly want. He knows what’s 
best really” (AH/ 32 Y./ Christian: Church o f England/ White British).
They also viewed infertility as a God-given phenomenon and believed that it was a 
decision made by God like all human beings’ life affairs: “the decision is made in 
heaven” (SR/ 33 Y. /  Sunni Muslim/ Asian British). But at the same time they had the 
reassurance and comfort that what He decides for the people is based on His wisdom, so 
there is no doubt about the suitability and fittingness of the situation with their life. Some 
participants referred to the reasons behind God’s plans; thus they trusted God and tried to 
show their willingness and pleasure to acknowledge God’s plan: "Everything is up to 
God, i f  God is putting me through this way for reasons. I'm willing to accept that” (AH/ 
32 Y./ Christian: Church o f England/ White British).
Religious participants appreciated God and were happy because they felt that they were 
in “Lord’s hands”: “Thank you lord, as long as I  am in your hands I ’m happy” (CF/ 60 
Y./ Christian: Baptist/ White British). Also their belief that He is the creator and their 
defectiveness is not their responsibility: “I  don’t shame because it’s not my fault” (ED/ 
40 Y./ Christian: Baptist/ European) made them confident that if He wants He could 
change their body. They believed that while they trusted God and relied on Him “it was 
unbelievable ” that He does not answer them and leave them unprotected. This kind of 
thought gave them relief to be able to accept self as infertile more easily and with less 
struggle: “this situation gives me the peace ” (HA/ 26 Y. /Sunni Muslim/Asian British).
Papreen et al. (2000) similarly have argued that many Bangladeshi infertile women 
attributed infertility to God’s will. He indicated that they turned to this appraisal when
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they had exhausted of a range of treatment options which had failed to resolve their 
problem; and then they concluded that the cause might be something beyond human 
power. Greil et al (1989) in his study about theodicies of infertile women and men in 
New York has also found that out of 22 couples who were interviewed, two wives and 
one husband viewed their infertility as God’s will. Sandelowski & Pollock (1986), in her 
study on women’s experiences of infertility has argued about the impact of infertile 
women’s belief in God’s will on their psychological stability and argued that women who 
believed that they would have children when it was “meant” and when “God is ready”, 
they appeared less angry with and more accepting of God’s plan.
Therefore, the finding of my study regarding belief in God’s will and viewing infertility 
as God’s plan confirms previous research that has highlighted this notion. This study also 
showed that religious participants believed that there is a reason behind God’s plan, as 
God is beneficent and acts in favour of people. They viewed it as the most beneficial and 
superlative situation in their life, because they are being loved by God and He knows 
“what’s best really”. They were assured that what God decides for the people is based on 
His wisdom and justice and they ultimately would be blessed.
B- God’s test
Considering infertility as God’s test was another positive reappraisal for accepting self as 
infertile. Religious infertile women believed that God tests people through various 
challenges and in different ways to “strengthen their faith and character” and to examine 
their patience and their adherence to faith.
‘God in the Bible tests the people through meeting wait, through taking things away from 
them, through some sort o f physical challenges, lots o f things actually. I'm sure a lot o f 
things. God allows to strengthen you, to make you stronger” (AH/ 32 Y./ Christian: 
Church o f England/ White British).
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Seybold (2002), in this regard, has mentioned that a Muslim Senegalese infertile woman 
in her study believed that Allah decides people’s fate and challenges them in order to test 
their faith.
Some other participants expressed the reasons for God’s test as verification of patience, 
faith acceptance and depth of people’s beliefs.
“God sometimes tests people who believe in faith to see whether they are patient or not 
or have they accepted the faith or not; God sometimes tests the people who needs Him 
and wants to know how much they’ve accepted and how strong their acceptance is ” (SR/ 
33 Y. /Sunni Muslim/Asian British).
Some participants believed that God tests people as a means of examining something 
which they lack: “Sometimes God gives you a lot o f things and what you lack God tests 
you on that to see how do you behave toward something you haven’t got (HA/ 26 Y. /  
Sunni Muslim/ Asian British). Then they commented that people might be thankful or 
complaining in confrontation with God’s test.
Regarding the nature of God’s test, the majority of religious participants looked at it as 
God’s compassion, mercy, and kindness, not His punishment: "He tests the people not as 
a punishment, but as a loving gesture like a teacher, like a good parent” (AH/ 32 Y./ 
Christian: Church o f England/ White British). They did not see it as a sort of “nasty 
testing" and they believed that it is “genuine” and arise from God’s wisdom: "it's always 
in the context that God wants the best for us ” (AH/ 32 Y./ Christian: Church o f England/ 
White British). They also had the belief of getting lessons and learning through divine 
tests to achieve spiritual development: "It’s a way o f growing and getting closer to God 
and closer to the others and you learn so much, yes ” (CF/ 60 Y./ Christian: Baptist/ 
White British). They also pointed out that they will deserve God’s reward, either in this 
world or in the after life, having patience and trying to pass the tests:
“There are many people outside who haven’t got what you’ve got. So you should be
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thankful for God and not make complain, because whatever you’ve got from the God is a 
test for you and if  you pass the test then you get reward. May be, probably you get 
reward as a Muslim believer in the after life; you see (HA/ 26 Y. /  Sunni Muslim/ Asian 
British).
C- Thinking of being chosen by God
Thinking of being chosen by God to experience infertility in order to gain spiritual 
strength was another positive reappraisal by some of the religious participants which 
helped them to accept infertility. They elaborated their satisfaction with infertility by 
being convinced with this thought that they had been chosen by God for that, so they 
tried to see it as a positive experience and accepted all its pleasant and unpleasant 
consequences: “I f  I ’ve been chosen for it to be, it can be a positive process, because it 
helps me to rely on God more ” (AH/ 32 Y./ Christian: Church o f England/ White British). 
Also statement like: “as long as I ’m aware He wants me to be, then I  can be happy” (CF/ 
60 Y./ Christian: Baptist/ White British) from other participants showed their happiness 
by being chosen for a spiritual purpose. These participants rationalized their claim by 
acknowledging that they were quite aware of being chosen for this by God: “Because I ’m 
a strong believer in Allah and his book, I  am very clear that why Allah may choose me 
for these different things” (SR/ 33 Y. /  Sunni Muslim/ Asian British). This thought gave 
them a feeling of transcendence as a consequence of spiritual surrendering.
D- A life enricbing experience
Looking at infertility as a “life enriching experience ” and seeking a higher intention and 
a “bigger understanding o f life ” by some religious participants assisted them to accept 
self as infertile. These participants having a divine look to the creation, did not view 
infertility in isolation, instead they saw it as part of a larger spiritual incident which they 
could go through to achieve spiritual development.
It's not just having a baby and if  I  don't have a child it still would be OK. But it doesn't 
mean it's easy, it means I  have a bigger understanding o f my life; I'm hopeful it would be 
a life enriching experience ’ (AH/ 32 Y./ Christian: Church o f England/ White British).
199
Robab Latifnejad Roudsari Chapter 7, Findings and discussion
They viewed it as a “positive process”, because it enhanced their reliance on God to 
realize God’s power and to be closer to God and fulfil His commands: It helps me to rely 
on God more, although there is ups and downs in it. It confirms my faith in a good God! ” 
(AH/ 32 Y./ Christian: Church o f England/ White British). They knew these situations as 
factors which promote learning in life.
“God is doing things in your life. You learn from every circumstance in your life, you 
grow up, you learn, you understand so much more. I f  you didn 7 have that experience you 
wouldn’t grow. It is always easy. You wouldn’t grow, would you?” (CF/ 60 Y./ Christian: 
Baptist/ White British).
The findings of the current study regarding reappraisal of infertility as a means of 
spiritual growth support what Sewpaul (1999) has reported in her study in South Africa 
on Christian and Hindu infertile women. She similarly, reflected that the crisis of 
infertility was seen by some participants as an opportunity for re-evaluation of one’s life, 
values and relationship with God and can act as a challenge which provides the 
possibility of growth and positive change. Sewpaul (1999), referring to one of her 
participants, pointed out that infertility was a confrontation with her own being, her 
religion and her God which resulted in more spiritual growth. She has argued that this is 
one’s reflection of one of the oldest life’s themes, i.e., “regeneration through suffering”. 
Sewpaul (1999) emphasized that for some individuals, infertility was like a means of 
preparation for a higher purpose in life.
E- Other positive religious reappraisals
Some religious participants mentioned that the reason for their acceptance was their 
religious teachings which encouraged them not to complain and being patient in 
confrontation with bitterness: “I  got strength o f my religion, and it’s Islam, which teaches 
you to be patient” (SR/ 33 Y. /  Sunni Muslim/ Asian British). Another reason for 
accepting infertility was being hopeful and expectant in God’s gift and miracles: “it’s not 
up to people, it’s up to God, so why not expecting for a miracle” (HA/ 26 Y. /  Sunni 
Muslim/ Asian British).
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7.3,2.3,2. Negative religious reappraisals of infertility
Few religious participants, in confrontation with infertility, expressed their negative 
impressions such as being punished, cursed or discriminated because of disobedience and 
non-compliance with God’s orders. They pointed out that they understood it from their 
holy book, but it is notable that even these participants presented these negative 
reappraisals, positively; that is, they could not accept it as an issue in their own life and 
were unconvinced why they should be entangled in God’s wrath. Although they believed 
that there were reasons behind it but due to having a loving gesture of God in mind, they 
could not believe it. For this reason, they became ambivalent about their ‘self and 
searched reasons for being confronted with fertility problem. Apparently they did not find 
any evidence, but because of their respect and obedience to their Holy Book, they 
remained in the status of uncertainty.
A- Punishment
Regarding punishment, religious participants expressed some reasons for their scepticism 
that they have been punished. One of their reasons was having a loving relationship with 
God and unbelieving infertility as punishment. Statements as: “I  don't see it as a 
punishment as God is good and God loves me” (AH/ 32 Y./ Christian: Church o f 
England/ White British).; “I  think that God loves me a lot, so there is no reason to punish 
me” (ND/ 32 Y./ Shi’a Muslim/ Asian) and “When I  got infertility I  didn’t think it’s 
punishment, I  just thought it’s God’s will” (CF/ 60 Y./ Christian: Baptist/ White British) 
are evidences for this claim. They also emphasized that they achieved all their previous 
requests from God in their life, even if they got it sometimes late. For this reason, they 
were unconvinced not to be blessed by God for having children. Although sometimes 
they thought that this kind of thinking proves their selfishness.
“As Fve experienced, God gives me my favourites late. I  asked God to give me nice 
children, nicer than all kids in the family, but God didn’t bless me; may be because Fm 
very selfish and always want the best o f everything for myself’ (ND/ 32 Y./Shi’a Muslim/ 
Asian).
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Other participants, from the one hand believed that all diseases might be a consequence 
of wrong-doing which is evident in the statements like: “you think what does cause 
stroke? The storke happens i f  the person is not good in action” or “some cures God 
didn't mention us, you know, because o f the punishment o f someone who does the wrong 
thing” (IM/ 20 Y. /  Sunni Muslim/ African). But from the other hand, they had not been 
persuaded to be punished themselves. They had unconsciously accepted that all problems 
are a kind of punishment for people who have no commitment to religion, but they were 
unconvinced with regard to their own life and believed in adherence to religious 
teachings and “not doing anything wrong” in their life.
“I  didn’t do anything wrong. I  know myself. I  didn’t do anything wrong, I  didn ’t do 
anything wrong in any places. So there is no punishment. We are Muslim clean family. I  
know there is no punishment in anything” (IM/ 30 Y. / Sunni Muslim/African).
One orthodox participant pointed out that her relatives and friends try to convince him 
that it is a punishment but she did not believe in punishment herself:
“I  don’t think it’s a punishment, no I  don’t believe, my mom says the same thing, and my 
friends say the same thing. But it’s not punishment o f God. Looking at my life it’s not 
been perfect but I  haven’t done anything too bad to other people in my previous life. So 
frankly I  don’t think so. There is a genuine reason for punishment. We all have mistakes. 
I ’m Christian, so I  doubt it should be a punishment” (RJ/ 38 Y./ Christian: Orthodox/ 
White European).
Sewpaul (1999), conversely elaborated that infertile women from Eastern, Western and 
African traditions who lived in South Africa explained infertility as a form of retribution 
and punishment for wrong-doing. Dyre et al. (2002a), in their study of women’s 
experience of involuntary childlessness in South Africa, also reported that one of the 
participants in their study felt that she has been punished by God with infertility because 
of having premarital sex. Whiteford & Gonzalez (1995) also reported that one non­
religious infertile woman who had been brought up in a strong Catholic family viewed
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the diagnostic tests and treatments of infertility as a punishment. Seybold (2002), 
similarly, indicated that one Senegalese Muslim infertile woman thought of her 
experience of infertility as a punishment from Allah for aborting her first pregnancy. 
Greil et al. (1989) in his study also found that two husbands of infertile women viewed 
infertility as God’s punishment.
The findings of my study regarding punishment are somehow inconsistent with these 
findings. Except a few Catholic participants in this study who considered infertility as 
punishment for wrong-doing, the majority of Muslims and Christians were not convinced 
that they have been punished. Although they, based on their holy books, believed in 
punishment as a consequence of sins, but they were confident about their religious 
adherence and questioned the notion of being punished because of wrong-doing. Sewpaul 
(1999) has a debate on religious scholars’ views regarding punishment. She has described 
some of the Christian leaders’ views that “God is omnifelicitous and not punitive” and 
His gifts come in many forms, even sometimes as infertility. This notion was confirmed 
by one of the Christian believers in my study who viewed both having child and not 
having child as “God’s gift”.
B- Disobedience
With respect to infertility as a consequence of disobedience, one of the Christian 
participants citing Bible mentioned that sometimes infertility is the result of God’s 
disobedience or some sort of judgment of God for some reasons in particular women. She 
believed that when women return to God and have compliance and respect to divine 
commands the problem will be solved: “When there is obedience again there are plenty 
o f time that God opens her womb ” (AH/ 32 Y./ Christian: Church o f England/ White 
British). Dutney (2007), in his article discussing the response of religions to assisted 
reproductive technologies, elaborates that infertility in this case is God’s judgment on the 
woman or her husband to be accepted with contrition and repentance (II Samuel 6:23). 
He argues that this outlook is a function of belief in the absolute sovereignty of God. One 
of the Christian participant in my study described the story of Hanna who was Prophet 
Samuel’s mother and was barren for years and years and was very upset for this and
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prayed for a child. She emphasized that “only when she said I  would dedicate this child 
to you Lord, then she got pregnant”. This participant regarding her disobedience 
mentioned that if there is any spiritual reason for that it is not clear for her: “I ’m aware 
that God has something to say about infertility but I  haven’t got anything clean for ” (AH/ 
32 Y./ Christian: Church o f England/ White British). She felt a pressure inside to find 
some issues related to her spirituality: “I  know we do have a responsibility to find out 
something spirit” (AH/ 32 Y./ Christian: Church o f England/ White British). But she was 
unable to persuade herself for this and viewed it as a “hugely complicated” phenomenon 
in her life.
C- Being cursed
One of the participants in addition to disobedience, deemed infertility as an issue for 
cursed women referring negative interpretations of Bible regarding infertility She 
believed in reasons behind that: H'm a believer in certain curses that may be for various 
reasons ” (AH/ 32 Y./ Christian: Church o f England/ White British) and again stated that 
curse can be removed and thereafter everything will go normal: “There are times that 
women have been cursed for some reasons and then when curse is removed things 
happen again”. Yet, she was unbelieving to be danrned herself by God because of her 
loving relationship with God: “because I  have understanding o f God’s power and God’s 
love, I  don’t see any reason why I  would be cursed; so it’s not an issue for me”. 
Probably, these kinds of expressions and thought which were accompanied by vagueness 
and imprecision were rooted in participants’ strong beliefs in God’s love, compassion and 
mercy which gave them an outlook to see everything acknowledged and appreciated. 
Indeed, on the one hand, they had absolute trust in God but on the other, they could not 
believe in being treated by God unfavourably. So they started questioning themselves and 
being suspicious about their right understanding and perception.
D- Discrimination
Regarding God’s discrimination for making some people infertile, one of the participants 
expressed her hesitation: “I  don’t think that God discriminates and says right, you are 
not gonna be pregnant and you are. I  think it’s across the board really” (CA/ 38 Y./
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Christian: Catholic/ White British). So she believed in God’s justice but at the same time 
she referred to “life unfairness”: “It does seem to me which is life does have kind o f 
unfairness in a sense”. She expressed this inconsistency in a fatalistic context: “We are 
doing everything in our power and it’s not happening really. I f  you are not meant to have 
children, you are not meant to have them ”. At the same time she presented a benevolent 
religious reappraisal: “I t’s not a God given right for you to have children. I t ’s a blessing, 
not everyone should have children”. She did think that it is God’s will and she had to 
accept it according to her belief system, but simultaneously she was struggling with 
herself to accept it: “That is my dilemma that I  think it’s God’s will” and because of this 
she sometimes viewed it as “life unfairness ”.
7,3.23.3. Non-religious reappraisal of the meaning of infertility 
Accepting infertility due to passage of time
Non-religious participants, regarding accepting self as infertile, expressed that their 
dealing with the situation over the time, although was very hard, but resulted in gradual 
acceptance and a “great determination ”.
“I  was very bad in dealing with it and I  think I  can much better dealing with it now and 
something I  think I ’ve accepted. But I  always had the belief that you should or I, as a 
person. I ’m very hard, tough and determined. I  have the personal belief that I  should get 
through it, get through anything, um, a great determination ” (ZA/ 29 Y./Non-religious/ 
White British).
They thought that it was just “the passage o f time ” that led them to getting used to the 
situation and becoming stronger and more determined.
I.3.2.4. Phase 6- Starting disclosure
Infertile women after a phase of struggling with self and endeavouring to accept self as 
infertile gradually started to disclose the problem to others. The first person to whom they 
discussed was their husband/ partner. At this stage, they tried to hide their fertility
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problem from the relatives, friends and colleagues: “Ithink it’s very much between two o f 
us; it’s our issue and not their business” (CB/ 32 Y./ Non-religious/ White British). Even 
they were reluctant to tell the whole story to their close relatives, because they thought 
that it is an absolutely personal issue which needed to be kept in their marital agenda; “I  
think I  haven’t really told them (mother and mother-in-law) everything'' (AH/ 32 Y./ 
Christian: Church o f England/ White British). Also they avoided discussing the issue 
with their wide circle of friends or colleagues, until the time that they decided to disclose 
it. They just made it open to their close friends who could be trusted: “I ’ve never told to 
people whom I  don’t trust or aren’t in my close social circle, but close friends who I  trust 
them with the information, I  feel supported” (AH/ 32 Y./ Christian: Church o f England/ 
White British). Sacks (2007) in her study, exploring hospice patients’ experience of 
nonphysical suffering, pointed out that many study participants did not share their 
suffering experiences with others which demonstrated their vulnerability and the lack of 
trust in relationships outside the self. They feared that others would not understand the 
significance of what they were going through.
These participants’ rationale for hiding infertility was expressed in different ways, as 
feeling of vulnerability: ''That’s not something comfortable telling to everybody, I  guess 
because there is certain vulnerability, definitely” (AH/ 32 Y./ Christian: Church o f 
England/ White British); unwillingness to be disclosed; “We don't really want our 
problem to be opened to debate in the family” (CA/ 38 Y./ Christian: Catholic/ White 
British); and fear of being blamed and rejected: “I  said to myself don’t tell any person, 
because they blame you or say this lady is infertile” (IM/30 Y. /  Sunni Muslim/African). 
The other reasons included not being respected: “people don’t respect you as a woman 
which means you’ve not been through the process o f being a complete woman ” (EAf 40 
Y./ Christian: Protestant/ African); frightening of losing marital life; and being asked 
silly questions: “I  don’t want they ask more and more questions, we don’t go to big 
debate about it” .
But it is interesting that one of the religious participants did not feel to be embarrassed if 
her fertility problem to be disclosed to the people "I could tell to anybody because I  don’t
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feel embarrassed about it. I  have no problem about it” (CF/ 60 Y./ Christian: Baptist/ 
White British). Mie was astonished why people thought that she might hurt: ‘7  found it 
quite amazing that people say it might hurt”. This kind of confidence showed this 
participant’s acceptance of the infertility as a reality in her life. Seybold (2002) in her 
study presenting the life experience of a Muslim Senegalese infertile woman, referred to 
the same concept of not being mortified by disclosure of infertility. Seybold (2002) was 
surprised by the fact that this participant was very open about being childless and was not 
frightened of the stigmatization which often is associated with infertility.
The story of disclosure was different if husbands had reproductive impairment. In this 
situation, wives tried to utilize strategies to keep husbands calm and make them less 
vulnerable. For this reason, they tried not to open the subject in their talk or hide their 
real emotions in order to keep them confident.
‘7  don’t bring the subject in when I  am with my husband. It is not important who is 
responsible for infertility, husband or wife, we are a couple and we both own our marital 
life” (ND/ 32 Y./ Shi’a Muslim/ Asian), if  I  show my hopelessness to him, he will 
completely lose his ambition and confidence, I  don’t like to make him distressed” (SQ/ 24 
Y./ Shi ’a Muslim/ Asian).
One of the participants, who had got premature menopause and believed that “it is very 
very unlikely indeed” to conceive naturally, tried to find a partner who accepts using 
donor egg to have children. But one of her main distresses after approaching her new 
partner was her hesitation to disclose the issue: “I ’m still in the early stage o f 
relationship, so I  haven't told him yet. I  will tell him if  it's starting to get serious” (ZA/ 29 
Y./ Non-religious/ White British). Another participant whose husband was responsible for 
infertility feared to be rejected by family and society because of this accepted cultural 
notion in the societies that "people always think that wife is the one who has got 
problem” (MKf 40 Y./ Shi’a Muslim/ Asian). She referred to her long-time silence, not 
disclosing the issue to the public and not paying attention to people’s advice and trying to 
"change the subject”.
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“People, who didn Y know the truth, advised me a lot to go to the doctors and I  didn Y say 
that he’s (her husband) got problem. I  just said that we are under investigations and 
treatment. I  just tried to change the subject” (MK/ 40 Y./Shi’a Muslim/ Asian).
She concluded that after a long time that she had hidden the reality, she then thought that 
it was God’s love and compassion which was granted her to be safe of interference of her 
husband’s relatives in order to split up their marital life.
“At first, I  thought that there is no difference i f  I  had the problem or my husband, but 
now I  think that God loves me that I  have no problem, otherwise my husband’s mother 
and sister tried to convince him to divorce me ” (MK/ 40 Y./Shi ’a Muslim/ Asian).
Being stereotyped by the relatives led this participant to reappraise her husband’s fertility 
impairment, as a portrait of God’s love in her life, which helped her marital relationships 
not to be dissociated.
7.3.2.5. Conclusion
The findings of this study suggested that infertile women after initial reappraisal of 
infertility and coming through the shocking stage of encountering infertility engaged in a 
challenge to accept self as infertile. At this stage they had a feeling of disappointment- 
expectancy, i.e. at the same time that they were disappointed, they were also hopeful to 
conceive following medical interventions. Additionally, they had a feeling of being 
different from others and not being understood by the fertile women. These feelings were 
similar in both religious and non-religious participants. Regarding accepting self as 
infertile, religious participants using a religious/spiritual meaning-making framework 
tried to reappraise their illness spiritually, either positively or negatively. Infertile women 
who reappraised infertility positively viewed infertility as the epitome of God’s will, 
God’s test, being chosen by God and an enriching experience for spiritual growth and 
development. Few infertile women expressed their negative impressions such as being 
punished, cursed or discriminated due to disobedience and non-compliance with God’s 
orders. It is notable that even these participants reappraised the negative concepts in a
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positive way, i.e., they could not accept it as an issue in their own life and were 
unconvinced why they should be entangled in God’s wrath! Non-religious participants 
expressed that their dealing with the situation over the time, although was very hard, but 
resulted in gradual acceptance and a “great determination”. They thought that it was just 
“the passage of time” that led them to get used to the issue and become stronger and more 
determined. Disclosure of infertility was a difficult process for both religious and non­
religious infertile women. Just one religious participant did not feel embarrassment and 
humiliation from disclosing her illness.
The findings of this study suggested that infertile women after gradual acceptance of their 
identity as infertile disclosed their illness to others and started to find a resolution; 
although disclosure of infertility was not an easy task to accomplish for most of the 
participants in this study.
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Fig. 13- Stage 3: Struggling for a resolution
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7.3.3. Stage 3- struggling for a resolution
Infertile women who had started disclosure, attempted to find a 
resolution. They adopted strategies to manage illness, self and others 
which will be diseussed in three phases: 7) managing illness 8)
Stage
Three
governing self and 9) dealing with others (Fig. 13).
7.3.3.1. Phase 7- Managing iiiness
Following disclosure, infertile women started to seek medical 
advice. They had healing beliefs that specifieally influenced their 
treatment deeision making, treatment choiees and also their decision for ultimate 
approach to infertility if all the treatment procedures failed.
7.3.3.1.1.. Applying healing beliefs
Infertile women, either religious or non-religious, presented various healing beliefs 
ineluding beliefs in 1) eomplementary and psyehological therapies 2) religious and 
spiritual healing and 3) advaneed teehnologies whieh assist reproduetion. It seems that 
the reason for this diversity of beliefs was for the reason that women tried to overeome 
the stigma, devastation, heartbreak and overwhelming emotions of infertility. The 
majority of the participants planned to try most of these remedies in different time 
periods or simultaneously, either based on their own or experiential knowledge which 
they got from their relatives and friends, who were struggling with the same problem.
A- Belief in complementary and psychological therapy
Regarding eomplementary and psyehological therapies, different sorts of alternative 
medieine such as herbal medicine, homeopathy, meditation, counselling, relaxation 
therapy and acupuneture were used by both religious and non-religious participants. 
Some of the religious participants employed herbal medieine with this hope that they will 
be healed if God wants. Belief in using herbs, as God’s creature will be diseussed in the 
seetion of religious healing beliefs. Homeopathy was another alternative medicine whieh 
was mentioned by one participant. She believed that it would be efficaeious if God wants:
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“I  don Y mind to go to homeopathy. I  do believe in and I ’m thinking strongly about it and 
I  might go for it, i f  Allah wants I  will be treated” (SRf 33 Y. /  Sunni Muslim/ Asian 
British).OwQ participant pointed out that she had a kind of meditation on God’s words to 
get relief. Counselling was another alternative therapy that some of the participants talked 
about it. The majority of participants were not keen to be seen by a counsellor. One of the 
religious participants mentioned that her religious teachings were the best source of 
counselling and she was able to find everything in her holy book:
“I  don Y go to counselling and Ijust think i f  you are religiously committed you don Y need 
to any o f these things; because we’ve got all it in the book, we’ve got it all in the Koran, 
OK. You don Y need to go to a counsellor to tell you how you do to feel better, no, it’s all 
in that. I  don Y think o f any other counselling. I  think my religion is the best counselling I  
can be given ” (HA/ 26 Y. /  Sunni Muslim/ Asian British).
The other participant similarly commented that because of her religious consciousness 
she does not require any counseling.
“I  don’t need it. Someone who has faith, strong religious faith, I  know what the faith is, 
the meaning o f things, i f  something can help you, the way you run the life, everything I  
know and I  don't need to go there and I  never go there”(IM/ 30 Y. /  Sunni Muslim/ 
African).
One participant pointed out that she tried to get psychological balance through relaxation 
therapy and acupuncture instead of going to a counsellor.
It is interesting that while religious participants were presenting their beliefs on 
complementary medicine, they looked at it from their fatalistic point of view and still 
believed that it will be efficacious if God wants.
B- Belief in religious/ spiritual healing
Religious healing beliefs which were presented by the religious participants in this study 
included: relianee on God’s will and trusting Him as the main contributor in the proeess
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of healing, belief in praying as a promoting factor for being healed, belief in miracles, 
belief in doctors as God’s mediators, belief in spiritual healers and also belief in healing 
effects of medical procedures, medieines and herbs only with God insight into it. These 
beliefs are discussed below.
I-Trusting God for healing
Trusting god for healing was one of the basic healing beliefs which were mentioned by 
religious participants. They pointed out that they followed the treatment just because they 
had the assurance that God will bless them with granting a child. So it seems that their 
religious hope and reliance on God, and also their belief that whatever they attempt to do 
will be fruitful, had an important role in pursuing treatment:
“It is clear to me that God will give me a child and because o f this belief Fve come to 
follow my treatment. According to our religious belief, i f  you try to achieve something, 
God definitely will give it to you ” (ND/ 32 Y./Shi ’a Muslim/ Asian).
Seyold (2002) expressed the same meaning from a Muslim partieipant who stated: “One 
day He will decide to give me a child. This is why I  remain calm ”.
II- Belief in God as the unique healing power
Religious participants believed in God as the unique healing power and the only one who 
had the knowledge and power to heal their infertility.
“I t’s only God that can rescue me and create the baby, nobody can give the baby. God 
only knows when I  can get the baby, only God knows the time. I  can’t do anything either, 
another power can’t do, that’s the power o f God” (IM/ 30 Y. /Sunni Muslim/ African).
This concept was also expressed by one of the Muslim participants in Seyold’s (2002) 
study who said: “It is not the healers that give you a child, it is Allah, if  He decides to 
give me children I  will have them". Similarly, Johnson et al. (2005:713) in a literature 
review citing Mansfield et al. (2002), King and Bushwick (1994) and Bearon and Koenig
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(1990) mentioned the belief that God’s will is the most important factor in recovery from 
illness and He is ultimately responsible for physical and spiritual health.
III- Belief in a God-given cure
A belief in a God-given cure was another healing belief expressed by religious 
participants. One of these participants pointed out that God created diseases and cure 
together and definitely there is a particular medication and way of healing for all 
illnesses, even for the diseases which are considered incurable in medicine:
“God never gives us the diseases without giving the medications at the same time; for 
every existent disease, there is a cure in the Earth Allah never gives us a disease without 
giving a cure, even for AIDS and cancer or everything there is a cure” (IM/ 30 Y. /Sunni 
Muslim/ African).
One of the participants asserted that if they try to have religious commitment and 
adherence God will grant them remedy: "If we try to find the right way, God will refit this 
medication".Johnson et al. (2005:713) in their review of the literature regarding the 
influence of spiritual beliefs on the treatment preferences of Afriean-Americans citing 
Lichtenstein, et al. (1997) reported that one common theme in African American 
participants was that “God is able to send cures for all illness, terminal or otherwise”
IV- Belief in Destiny
Some participants believed that it might be their planned destiny by God that they were 
unable to have children in a natural way and getting help from medieal teams was their 
right way of conceiving and this was the reason why they were following their hospital 
appointments.
“Sometimes it’s not in my Kismet (fate), it’s not in that to have baby naturally. Probably 
we tried the natural way and that wasn Y the right way for us to have a baby, probably 
this is the way God wanted us to try, coming to fertility clinic and getting help ” (HA/ 26 
Y. /  Sunni Muslim/ Asian British).
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They believed that God is beneficent and will compensate their loss somehow: “God 
opens the way because all the doors are not closed. There might be a door open to you. 
Then it might be the way you have to have a baby” (HA/ 26 Y. /  Sunni Muslim/ Asian 
British). Some participants considering God’s will pointed out: “We won’t go to anything 
artificial; i f  God wants us to have children w ell have that” (CF/ 60 Y./ Christian: 
Baptist/ White British). This was the belief of some of the religious partieipants who did 
not follow the treatment for a long time. They just looked for investigations to be sure of 
their infertility and then did not seek "anything artificial". They just "left it open" and 
waited for God’s blessing:
“I  just wanted to know can I  have children or not. We didn Y spend a lot o f time. So we 
just left it open and we didn Y use any contraception and said i f  God wants us to have 
children we will have that” (CF/60 Y./Christian: Baptist/ White British).
This concept was also presented by one of infertile women in Parry’s (2004) study 
entitled: “Understanding women’s lived experienees with infertility in North America”. 
One of the participants in her study said:
"we decided not to go for artificial insemination. We had some tests done and we took the 
drug, but our faith told us, God was trying to tell us we didn Y need any more kids. So we 
decided not to try and manipulate things- not play God".
V- Belief in praying
Belief in praying as a factor for promoting healing was another religious belief. Religious 
participants had a confidence that their healing after praying would be guaranteed if it 
was compatible with God’s will.
"The creator, who has created you, he’s listening to you, he’s watching you every time 
and i f  you ask anything from him, i f  he wants to give you, he will give you ’ (SR/ 33 Y. /  
Sunni Muslim/ Asian British).
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One of the participants raised this issue through expressing her happiness for being 
prayed in a Catholic prayer group: “She (her friend) asked for us to he prayed for to help 
us to have a child which is very comforting to know about” (CA/ 38 Y./ Christian: 
Catholic/ White British). She tried to justify her perspective giving evidence of better 
recovery from diseases following praying: “People who are sick and prayed for recover 
better than people who are not prayed for; so I  have a strong belief in that” (CA/ 38 Y./ 
Christian: Catholic/ White British). Also they believed in perseverance in praying with 
humility, as they thought God likes this kind of praying and will pay attention to it.
“When I  do my prayer I  do quite a lot because when you ask something very humble God 
likes that. I f  you make a humble request God loves you 70 times more than your mother; 
i f  my mother loves me so much, God even loves me more ” (HA/ 26 Y. /  Sunni Muslim/ 
Asian British).
One of the participants gave an example of infertile women in the Bible i.e. Hanna, who 
got a child in a very old age as a consequence of persistenee in praying. Then she added: 
“My understanding o f God is that and I ’m praying. I ’m praying’. Religious participants 
also believed in prayer’s power which could alter the destiny.
"I believe that prayer can change things, because prayer has got the power, and I  
believe by asking God for things He will respond” (SRf 33 Y. /  Sunni Muslim/ Asian 
British).
Yebi (2000:138), citing Weiland (1998) who studied the role of religion among migrant 
Ghanaian women in the Netherlands, pointed out that these women believed that 
infertility could be solved through opening of womb with prayers or drinking holy wine 
in the church. Seybold (2002) likewise explained that her Senegalese Muslim participant 
used prayer for healing. This participant was praying Allah for a child since the time she 
realized her fertility problem. Seybold (2000) elaborated that according to this Senegalese 
Muslim, repeating the Koran verses in a precise number of times were efficacious for 
curing specific illnesses including infertility. Writing the Koran’s verses on the paper and
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immersing it in the water and then using this holy water for bathing or drinking was 
another healing belief. Seybold also asserted that this Muslim participant copied down a 
special prayer for infertility that she had heard it on the radio and tried to say it 2-15 
times each Thursday during the fourth prayer of the day. Lee and Chu (2001) exploring 
the Chinese experiences of male infertility also indicated that participants went to the 
temples and prayed to the Gods of fertility on special occasions, such as the first and 
fifteenth of the lunar month to get favour from these Gods.
VI- Belief in miracles
Belief in miracles was another religious healing belief which was mentioned by many 
religious participants in this study. They referred to miracles as undeniable realities 
which had been mentioned in their holy books. They tried to apply this concept with 
regard to infertility, either: ‘The bible that I  believe in has many stories o f God opening 
women’s womb for various reasons (AH/ 32 YJ Christian: Church o f England/ White 
British). One of the participants told the story of Hanna who was Prophet Samuel’s 
mother and was “barren ” for years and years and was very upset. She prayed for a child 
and only when she said “I  would dedicate this child to you Lord”, then she became 
pregnant. Another participant referred to Sara in the Bible who got pregnant in very old 
age and when she was in her menopausal period.
VII- Belief in spiritual healers
Belief in spiritual healers was another accepted belief which was presented by some of 
the participants. They viewed spiritual healers as people who were strong believers and 
had unique spiritual power which made them capable to understand spiritual issues 
beyond this physical world:
“I  believe that most o f infertility healing is spiritual. There is something that never ever 
can be felt by the doctors or anybody else but the spiritual healers can feel it” (IM/ 30 Y. 
/Sunni Muslim/ African).
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These participants believed that because of spiritual healers’ familiarity with religious 
rituals, they can help women to remove evil action from their body:
“There is evil that sometimes live inside you that causes infertility. There is no other 
implication to treat with it except from the Koran. They (spiritual healers) read the 
Koran on infertile women’s body many times, after that they produce the baby. This is 
what I  believe ” (IM/ 30 Y. /  Sunni Muslim/ African).
One of these participants elaborated her previous meeting with spiritual healers in such a 
way:
“I  met them once, not in my country, in Kenya, in Kenya there is a place that many 
Somali live there. I  stayed there only for one month. But they told me if  we keep staying 
with them for 6 month something will come out o f my body, something that has blocked 
the way I  can get pregnant, something like a Jinn” (IM/ 30 Y. /  Sunni Muslim/ African).
She had planned to meet spiritual healers for the second time in Kenya when her husband 
was able to accompany her. She was very hopeful to be healed in this way.
“I  want to go there with my husband. That time my husband didn't come. They said me 
you and your husband need to come at the same time. They said when you come together 
we start to read the Koran over your body; after that everything comes out and 
Inshaallah (hopefully) you will get the baby; and we are planning to go there, both o f 
us” (IM/30 Y. /SunniMuslim/African).
Yebi (2000) reported that hundreds of Ghanaians in Amsterdam attend healing meetings, 
graced by priests from Ghana. He found that churches are popular healing centres and 
many Ghanaian infertile women go there for prayers and priests and pastors help them to 
cope. Alternatively they can go back home to prayer campus in Ghana, a place for 
staying for weeks or months awaiting to be healed.
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Some of the religious participants in my study believed that spiritual healers are expert in 
religious teachings and can help women to learn religious rituals which itself assists them 
to establish a deeper relationship with God: “I t’s no harm, going to them (spiritual 
healers) and ask; they are scholars, they know more, I  do believe them ” (SR/ 33 Y. /  
Sunni Muslim/ Asian British). According to these participants it is particularly the case 
for women whose educational level is low and they do not know Arabic language.
"Sometimes women don’t know Arabic too much, because the Koran is in Arabic, they 
don’t know what to pray, you know, and “Ayat” (verses) and for that they go to spiritual 
healers and ask which Ay a t’ I  should do? They say for example “Sobhana-rab-bel- 
khaleq” (God, the creator is clear o f any fault); they would tell you recite that after every 
‘Namaz’ (prayer) hundred times or whatever; Allah listens to you” (SRf 33 Y. /  Sunni 
Muslim/Asian British).
They believed that people who understand the holy book and verses they would be able 
to do rituals on their own and certainly they are blessed by God: "If I  recite them (the 
Koran verses) very dedicatedly to Allah, obviously the result would be there ” (SR/ 33 Y. /  
Sunni Muslim/Asian British).
Some of the participants believed in priests as spiritual healers who could help spiritual 
healing through praying and establishing a deeper relationship with God: “In the bible, he 
says i f  you ’re praying everyday you can let the priest o f your church help you to pray as 
well” (EAf 40 Y f  Christian: Protestant/African).
Belief in spiritual healers has been explained by different authors including Bhatti et al.
(1999) in his study on Pakistani infertile women with the purpose of exploration the 
contextual factors which affect the health-seeking behaviors of infertile women, Yebi
(2000) who explored beliefs and treatment-seeking for infertility among migrant 
Ghanaian women in the Netherlands, and Papreen et al. (2000) who conducted a study 
about experiences of Bangladeshi infertile women. Bhatti et al. (1999) highlighted 
different spiritual treatments including reading some religious lines quietly and then
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blowing it on themselves or on water and then drinking this sacred water. Yebi (2000) 
found that these women attempted to benefit from both medical doctors and spiritual 
healers for their physical and spiritual needs. Yebi (2000) has argued that this belief was 
rooted in Ghanaian cultural perceptions of health and well-being which itself was 
probably influenced by their socio-religious system. Papreen et al (2000) also reported 
that 24 percent of women in his study chose going to faith healers for spiritual 
intervention as the first treatment choice.
In my study some religious participants, in contrast, expressed a negative impression of 
spiritual healers and believed that there is no need to talk to God through spiritual healers. 
They had no doubt that they could ask God for everything and He certainly listens and 
responds them:
“I  don’t like to go to the spiritual healer and get a recommendation from him or he 
suggests me a particular prayer. I  believe in God and His book and also religious 
teachings. I  do my prayers myself and talk to God directly and I ’m sure that God accepts 
it. I  pray and I ’m sure that God listens to me ” (ND/ 32 Y./ Shi ’a Muslim/ Asian).
These participants’ rationalization for doing the prayers by their own and not by spiritual 
healers was interesting, as they thought that being prayed by somebody else even a 
spiritual healer had no spiritual benefit.
"If others pray on my behalf it will be useless for me. Although I ’ve got the belief that i f  
other people pray for my healing it would be accepted by God, but I  think this kind o f 
prayer has no spiritual effect on me ” (ND/ 32 Y./Shi ’a Muslim/ Asian).
Some religious participants viewed spiritual healers as a “third person” who interrupts the 
spiritual relationship between human being and God. They pointed out that people who 
do so they do not believe in the strength of their faith and consider it “weak”.
“Spirituality is something that is between you and God. In Islam there is no third person.
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You can Y have a third person in between to intercede, because they can Y do it. Those 
people who do have in between things, it means that their faith is weak” (HA/ 26 Y. /  
Sunni Muslim/ Asian British).
Other participants criticized the spiritual healers who use the power of God and pretend 
that it is their supremacy to heal people. These participants emphasized that they have not 
observed any extraordinary power of these spiritual healers but have seen miracles from 
God: “/  did know people who had been affected by the power o f God and miracles 
happened”. They believed that everything is happened through God’s power, not 
individuals:
“Everything should go back to God, because He is the creator. I f  people, they can do it 
himself, yes, it dopes happen. But it actually happens through the power o f God, not 
through the various mistakes; and to me that’s not right way, and I  think that devil can 
also imitate what God does” (CF/ 60 Y./ Christian: Baptist/ White British).
One of the Muslim participants believed that in Islam having the third person in between 
is “Sherk” which means considering a human being at the level of God and viewing him 
as powerful as God:
“In Islam it’s called, as you would understand, “Sherk” and it’s an unforgivable sin i f  
you’ve quite involved in that; because Islam is a very straightforward religion and God 
says whatever you want come and ask me, so you should be more connected to God 
straight away, rather than having a third person in between ” (HA/ 26 Y. /  Sunni Muslim/ 
Asian British).
VIII- Belief in doctors as God’s mediators
Belief in doctors as God’s mediators was another healing belief that was expressed by 
some religious participants. They believed that God acts through doctors to heal illnesses 
and in reality doctors are just like instruments for carrying out God’s will and they are
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capable to heal the people if God wants: "When you go to a doctor, they only can do what 
they can. They are not God, they can’t do a miracle ” (HA/ 26 Y. /  Sunni Muslim/ Asian 
British).
Dyre et. al. (2002a) reported the similar meaning in their study on infertile women’s 
experience in South Africa. Their belief was that God will give the doctors the idea of 
how to treat them. Mansfield et al. (2002) exploring spiritual beliefs and practices related 
to healing in Eastern North Carolina found that African American have the belief in 
physicians as “God’s instrument” to promote healing. They believed that God acts 
through doctors to cure illness.
IX- Belief in God’s contribution to treatment efficacy
“Medicines will be effieaeious if God wants” was another religious healing belief that 
one of the participants referred to which is obvious in the following extraet:
“When God doesn’t want you to he healed then medicine is nothing. I f  you take medicine 
you should pray God I ’ve taken this medicine, i f  this medicine is good for me please heal 
me with this medicine ” (HAJ 26 Y. /  Sunni Muslim/Asian British).
This belief also presented by other participant in relation to IVF who believed that 
without God’s power and “His insight into it” it can not be suecessful: “Because it’s a 
God-given thing as well; our creator is God and He also knows how to do this; nobody 
can do it without His insight into it” (CF/ 60 Y./ Christian: Baptist/ White British). Other 
participant expressed her fatalistic view regarding IVF and its ability on making her 
capable to have child: “I  believe that things will happen when they ’re meant to happen; 
still, you know, it might not work even with IVF” (NF/ 35 Y./ Christian: Protestant/ White 
British).
X- Belief in healing effect of herbs
Belief in healing effect of herbs was another religious healing belief which was 
mentioned by some religious participants: "It’s from our religion, our Prophet tells us
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about it (herbs) (IM/ 30 Y /  Sunni Muslim/ African). They considered plants as God’s 
creatures and believed that for any kind of disease there are particular types of herbs for 
healing:
“Obviously, these plants they come from Allah. Obviously your creator has created these 
plants and you know, for any problem in our body there is a plant for that kind o f illness ” 
(HA/ 26 Y. /  Sunni Muslim/ Asian British).
Also they believed that it is less detrimental: “It is much healthier, using plants instead o f 
chemical medicines. So I  believe in that” (ED/ 40 Y./ Christian: Baptist/European).
Conversely, some other participants disagreed and had no belief in healing effect of 
herbs: "ifphysicians’ prescription has no effect, obviously, herbal healer's effort can not 
change anything at all” (SQ/ 24 Y./ Shi’a Muslim/ Asian). One of the participants did not 
agree with this concept that herbal healers are “healer”. She believed that when God 
wants somebody to be healed, then herb will be efficient, otherwise it has no impact.
“When you go to the herbal you shouldn Y think only because o f this medicine Fm gonna 
get better. Because thousand’s people, they have tried herbal things and haven’t been 
healed” (HA/ 26 Y. /  Sunni Muslim/ Asian British).
C- Belief in employing assisted reproductive technologies
Belief in employing assisted reproductive technologies such as IVF and DI will be 
discussed below in two seetions of exploring expertise and decision-making.
7.3.3.1,2, Exploring expertise
All participants either religious or non-religious explored medical expertise to resolve 
their fertility problem. But religious participants sought religious views simultaneously. 
This was particularly the case in relation to using donor gametes and embryo; because 
one of the concerns of the religious participants was compatibility of doing these 
procedures with religious perspectives and views, as they were not interested to have
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children in a non-religious fashion. Schenker and Shushan (1996), in their survey on 
ethical and legal aspects of assisted reproduction practice in Asia, found that in many 
aspects of ART, particularly the issues involving gamete donation, religious and cultural 
attitudes have a major influence. They reported that in response to the question: “what 
does influence ART in your country mostly? (i) Religion, (ii) feminist movements, (iii) 
other groups”, all participants in the Muslim countries answered that religion was the 
dominant influence. Schenker (1997) undertaking the same survey in 39 countries in 
Europe argued that the whole area of infertility treatment by ART touehes fundamental 
issues of life, family and society structures which are influenced by religion and tradition 
and it is immensely differ among the ethnic groups that constitute the population of 
modem Europe. Abbasi Shavazi et al. (2006), similarly, in a case study exploring 
infertile women’s attitudes towards gamete donation in Tehran, Iran found that although 
all religious, social and cultural issues affected infertile women’s decision-making for 
using gamete donation, religion has a critical role.
In the current study seeking religious authorizations was different in terms of selecting 
IVF or DI as an approach for treatment whieh is discussed below.
I- Seeking religious views on IVF
Most of the religious participants in this study were previously informed of religious 
scholars’ perspectives regarding IVF. Hence, they had no query about it. Statements like: 
“I ’ve never heard in our church anybody disagree with it” (CF/ 60 Y./ Christian: Baptist/ 
White British) or “/  think that there is not any non-religious issue about it, nothing” (SRf 
33 Y. /  Sunni Muslim/ Asian British) or “it’s trying to help a process take place ” (HAf 26 
Y. /  Sunni Muslim/ Asian British), are evidences for this interpretation. But the majority 
of the religious participants sought religious views for Donor Insemination, because they 
were convinced that IVF has no prohibition.
Few participants who challenged themselves for accepting IVF, tried to negotiate it with 
the other people through the internet and also with the clergy but eventually they came to 
terms that from religious scholars’ point of view doing IVF is permitted:
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“I  asked it from the pastor and he said me God has allowed every technology and it 
depends on the way which we use it, for a good reason or for a bad reason. He said i f  you 
and your husband have the egg and sperm and the doctor put them together and you have 
your own children, it’s OK” (ED/40 Y./Christian: Baptist/European).
II- Seeking religious views on DI
Some religious participants based on their personal understanding and perceptions 
absolutely disagreed with DI, and as a consequence they did not inquire from religious 
scholars: "It’s really ridiculous, to be very honest, clearly ridiculous, that would be like a 
“Haram” (Illegitimate) child” (SR/ 33 Y. /  Sunni Muslim/ Asian British). Another 
Muslim participant commented the same: “That's forbidden in our religion and I  never 
ever do that” (IM/30 Y. /Sunni Muslim/African).
Some participants did not explore religious views with respect to ART, either IVF or DI. 
A group of these partieipants were in the preliminary stages of investigation, thus they 
imagined that they were not at the stage where they consider ART, and so they felt that 
there was no need to look for religious views: “I  am not at the stage where I  consider 
whether I  do that, because I ’m hopeful that it can be sorted out before I  have to consider 
that" (AH/ 32 Y./ Christian: Church o f England/ White British). But at the same time they 
were eager to seek religious views if they decided to do ART; “if  I  did have to consider 
it, my faith would have a huge impact whether I  say yes or no ” (AH/ 32 Y./ Christian: 
Church o f England/ White British).
For the others, the reason for not enquiring was uncaring regarding religious scholars’ 
answer, as it had no impact on their decision in life.
“Have a great respect for anyone o f each religious faith, but this answer wouldn’t affect 
me, because they don't live in my world really; personally I  wouldn't listen, just say I'm 
sorry” (CA/38 Y./Christian: Catholic/ White British).
These participants stated that from their personal point of view there was no rationale for
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prohibition of I VF. But even with church’s disagreement they do not obey their 
commands. They believed in their own spirit and will, as this participant pointed out:
“I  believe in my own inner spirit, i f  my faith says absolutely no way, we don't agree with 
it, we think it's wrong; again that wouldn't affect our decision” (CAJ 38 YJ Christian: 
Catholic/ White British).
One of these participants regarding DI said that her precise decision is not using donor in 
any circumstances irrespective of its prohibition by the faith or not:
“I  don't know how the church feels about that and it wouldn Y affect my decision, but on a 
personal level, I  wouldn't use a donor egg or donor sperm (CA/ 38 ¥./ Christian: 
Catholic/ White British).
Dutney (2007) with respect to this matter has argued that religion is something people do 
themselves, although with the aid of the established systems of religious practice. When 
religion does not work well one way, people decide to try it in another way. Hence for 
instance regarding childlessness they accept more challenges of ART. Clark (2006:19) 
citing Inborn (2005) in this regard argued that in Lebanon many Catholic Christian 
patients, despite the Catholic Church prohibition, are happy to undertake IVF. Also some 
Sunnis undertake donor procedures, in spite of Sunni consensus on prohibition of these 
procedures and this particularly includes “reproductive tourists” from other Arab 
countries, such as Egypt and the Persian Gulf countries, where such techniques are not 
available.
7.3,3.13. Contributing in decision-making 
A- Faith- based decision-making on IVF and DI
Yangarber (2004:305 citing Corrigan, et al. 1999), argues that an integral part of recovery 
is empowerment which means taking responsibility and control over all aspect of life 
including illness treatment. Yangarber (2004) has indicated that research has 
demonstrated that spiritual and religious involvement plays an important role in
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promoting and supporting recovery process. In the current study, religion also helped 
religious/ spiritual infertile women to take responsibility with respect to their illness and 
make appropriate decision based on their religious authorizations. Decision-making for 
treatment in religious participants was largely influenced by participants’ religious 
healing beliefs and also views of religious scholars. This was the case particularly with 
respect to ART. Most of the participants addressed their reliance on their faith for making 
decision to use assisted reproductive technologies.
I- Decision-making on IVF 
a- Agreement with using IVF
Regarding IVF, many religious participants knew it as a kind of advanced technology and a 
helpful treatment option for solving the problem of infertility; because according to their 
religious beliefs, there was no prohibition for IVF when it was carried out through using 
the sperm and egg which were taken from wife and husband. This meaning is obvious in 
the following extract:
“/  don’t mind going for IVF. It just assists, because I  am not going to get baby from 
somebody else “Naouz-o-bellah” (God save me from Evil); it would be the sperm o f my 
husband. I  think that there is not any non-religious issue about it, nothing; it’s trying to 
help a process take place ” (SR/ 33 Y. /  Sunni Muslim/Asian British).
Viewing IVF as a kind of advanced technology which is compatible with religious rules 
is clear in this statement: it’s something technologic, doing advanced thing, as long as it 
doesn’t interfere with the people’s beliefs, I  think it’s good” (HA/ 26 Y. /  Sunni Muslim/ 
Asian British). Doing IVF as a reasonable and available approach for treatment of 
infertility was expressed by another participant: “When there is such a way for treatment 
o f fertility problems why not to use it” (Narjes/ Muslim/ Shia). Another participant 
viewed it as a good opportunity for couples who are desperately looking for children, 
particularly when there is no religious prohibition to do IVF: “I  think the opportunity is 
there to use it, and if  you desperate and you need your right children, get the opportunity 
and try, yes” (CF/ 60 Y./ Christian: Baptist/ White British).
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b- Feeling ambiguity to use IVF
Some of the religious participants expressed doubt and uncertainty regarding using IVF. 
They viewed IVF as a kind of interfering with nature and called the children which are 
produced through IVF “artificial children”.
“Nature is important and you've got to honour it. I  felt that it was meddling with natural 
order o f things and it's gonna be a generation o f artificial children; strange people made 
artificially” (NF/35 Y./Christian: Protestant/ White British).
For this reason, they felt very anti-IVF. But at the same time, they struggled with 
themselves and asked that “Are we meddling with things i f  we do IVF? ” Their status of 
questioning and their desire to criticize this notion and convincing self that the nature can 
be meddled is obvious in the following extract:
“I  have to say when I  was operated on emergency I  realized hang on, nature was killing 
me, and nature gave me a tubal pregnancy which gonna kill me and someone saved me 
by opening it up. So actually we can meddle with things” (NF/ 35 Y./ Christian: 
Protestant/ White British).
Then they criticized themselves being doubtful about human being’s authorization for 
nature’s manipulation." “I'm still strange, ambivalent on nature's role” (NF/ 35 Y./ 
Christian: Protestant/ White British). One of these participants indicated her strange 
feeling of going to have new thought and ideas in contrast with what she thought before 
in relation to nature’s role: “I  do feel strange, because I  believe I  change” (NF/ 35 Y./ 
Christian: Protestant/ White British).
They also believed that life is sacred and God is the author of life and human being only 
starts helping. The cause of their hesitation was their concern about additional foetuses 
produced in the process of IVF which will be frozen.
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“I  suppose the whole problem is what happens to embryos with IVF treatment; i f  it was 
just one I  could go along with that. My understanding is that they often fertilize many and 
then freeze others, I  don’t know what I  think about that, Fm not sure, you know, but it can 
be a difficult thing. So I  haven Y got a full answer for that” (AH/ 32 Y./ Christian: Church 
o f England/ White British).
Dutney (2007) has argued that religious concern for family procreation has involved a 
constant consideration of questions of human origins, identity and dignity. The question 
of when a new human life is started has gained more significance and meaning with the 
development of ART, although it is essentially an ancient question. He elaborated that in 
Christianity, the uniqueness of marriage is understood to be an image of the relation 
between Christ and the church and also a triune God. Medical intervention in procreation 
can be seen as spoiling this image, especially in IVF where fertilization routinely happens 
in the absence of the couple. According to the traditional Christians, the embryo has the 
moral status as a human being in the beginning of conception and hence most assisted 
reproductive technologies are forbidden (Schenker 2005; Schenker 2000).
He pointed out that according to Catholic teachings, for instance, the “ensoulment” takes 
place at the moment in which the oocyte is fertilized and so IVF is unadvisable, since it 
involves the deliberate creation of person beyond the procreation and mother’s womb 
nourishment. While assisted reproduction is not accepted in the Vatican, it may be 
practiced by some Protestant, Anglican and other denominations.
The participants who showed uncertainty and doubt regarding using IVF refused to give 
their exact final view, presumably because they were in the beginning of their 
investigations and had not been suggested to do IVF yet. One of these participants 
expressed her disagreement but at the same time she acknowledged that she is not sure 
whether her view will be changed or not owing to passage of time:
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“I  would say I  probably would more disagree than agree with that and i f  I  was told that I  
could not have children apart from IVF, then I  might be differently, but gonna might not. 
So sorry, I  don’t know really” (AH/ 32 Y./ Christian: Church o f England/ White British).
c- Objection ewitb IVF
One Baptist participant was not too interested to do IVF, not because it is not religiously 
allowed or it is a wrong procedure, but because she believed that the baby will be much 
healthier if he/she develops through natural conception:
“Ipray I  don’t need IVF, not because it’s a wrong procedure but because I  think the 
child would be healthier i f  he conceives naturally, not outside o f the body, you know. This 
is my belief, I  don’t know what do I  do ” (ED/ 40 Y./ Christian: Baptist/ European).
One Russian orthodox also refused using IVF, again not because of religious issues but 
because she thought that it would not be helpful in her age and is like “putting women in 
a hormonal climax”.
“I  don’t think religion’s prohibited IVF, because o f rationale in the Orthodox Church. 
But you know I  wouldn’t go personally to IVF because i f  I  was younger I  would but in my 
age it’s just putting women in hormonal climax and then stimulate half a dozen or dozen 
o f eggs in age o f 38. It doesn’t give a good chance for having healthy child. I  think it’s 
too risky to go to IVF in this age ” (RJ/ 38 Y./ Christian: Orthodox/ White European).
II- Decision-making on DI 
a- Objection witb DI
Regarding DI, the majority of religious participants presented their objection. They 
rejected using DI even as the final resort to overcome their fertility problem. When these 
participants were asked for using DI as the final option and the only possible way to have 
child, they all objected. This meaning is clear in these statements: “There is no way we 
can do that” (IM/ 30 Y. / Sunni Muslim/African); “obviously I  will answer no, I  won’t go 
to anybody else sperm other than my husband” (SR/33 Y. /Sunni Muslim/Asian British);
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“I f  it’s not according to my religion then no, I  wouldn’t accept it” (HA/ 26 Y. /  Sunni 
Muslim/ Asian British); and “I t’s hard to respond to this, but I  don’t agree ” (ED/ 40 Y /  
Christian: Baptist/ European).
Hershberger (2007), in a phenomenological study on lived experience of donor oocyte 
recipient women, asserted that when these women were presented with the option of 
using donor oocytes, they intensely described chaotic experiences. Hershberger (2007) 
indicated that the first response of one woman, who was suggested by her physician to 
use donor eggs, was: “No way, no, not me! ” Other infertile woman said: “No, I  don’t 
think so, it’s not for me”. For another woman it was worse than experiencing a death in 
the family. Hershberger (2007) has argued that as the women contemplated more the use 
of donor oocytes, they discussed an awareness which they got over time helped them to 
re-evaluate their previous held beliefs and thought.
In my study different participants reflected their views in various descriptions. They 
interpreted sharing the gametes with others as “something horrible”, “ridiculous”, “going 
to the extremes”, as a threat for next generation, interfering with marital trustfulness and 
honesty, fulfilling a “huge moral dilemma”, and conceiving outside the marital outline. 
They called the child produced in such a way as “illegitimated child”, a phenomenon that 
threats the next generations.
“It is bad for the coming human being and the new child as well. He should know who 
his father is; he should know who his mother is. I t’s bad for his character as well, you 
know, and his future life ” (SR/ 33 Y. /  Sunni Muslim/ Asian British).
Also they mentioned that it is like going to the extremes and advised women not to go 
through this process:
“Obviously, the sperms carry all the traits o f the donor man and I  don’t like my baby to 
look like somebody else rather than my husband; I  think women should not go to that
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extreme to do that, I  won Y go to that extreme, no ” (SR/ 33 Y. /  Sunni Muslim/ Asian 
British).
These participants referred to using donor as something which harms marital truthfulness 
and honesty: “it’s like you are making somebody else as father, while you got married to 
somebody else ” (SR/ 33 Y. /  Sunni Muslim/ Asian British). One other participant thought 
that it causes impairment to her marital commitment and the promise that she has given 
to God to be compassionate and loving for her husband in any circumstances throughout 
the life:
“For me he’s the man that I  married. So I  married him for better or worse, for richer or 
poorer, and for sickness and health. So i f  there is sickness and man can Y have children; 
that is a part o f who I  married him and I  promised God to love him and care for him in 
each circumstances” ( CF/60 Y./Christian: Baptist/ White British).
One participant described it as conceiving outside the marital outline: ""when you go for a 
baby it’s your love and affection together that you make a baby not somebody else’s, 
because it’s somebody else’s; it’s not yours, you know” (HA/ 26 Y. /Sunni Muslim/ Asian 
British).
Most of the participants pointed out that their rationale for not using donor insemination 
wass their willingness to carry family line:
""I think the point is i f  you want a child o f your husband for genetic reasons you want to 
see what he would look like. You know, it's about carrying the family line ” (HA/ 26 Y. /  
Sunni Muslim/ Asian British).
Other participant, likewise, said: “I  would only want to bring a child into this world i f  it 
was my egg and my husband sperm ” (CA/ 38 Y./ Christian: Catholic/ White British).
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They also referred to “otherness” of donor sperm or egg. It can be seen in expressions 
like: “Lt’s carrying a child that is half from somebody completely stranger” (AH/ 32 Y./ 
Christian: Church o f England/ White British) or “It wouldn’t be right, because it’s 
somebody else's sperm” (HA/26 Y. / Sunni Muslim/Asian British) or “I f  it was someone 
else's, just for me to have a baby, I  don't need to do that”. One participant questioned the 
ownership of child to the parents and the continuity of the bloodline:
“I  think when you and your husband don’t know the donor egg and sperm but at least 
you know that child is not completely, hundred percent, yours; even i f  it grows up in your 
womb and your family” (ED/ 40 Y./ Christian: Baptist/ European).
Other participant viewed it as meeting extremes and thought that her need to have 
children is not that much crucial which requires fulfilling a “huge moral dilemma”:
“I  wouldn't use a donor egg, not saying it's wrong, but from my personal point o f view I  
wouldn't go that far, I  wouldn't pursue any other further treatment. I  wouldn't, my need 
for children isn't that great that I  would go down that road” (CA/ 38 Y./ Christian: 
Catholic/ White British).
She also criticized the physicians who provide sperm or egg bank from which the 
children with unknown identities will be produced:
“I  don't agree with that and think this poor children, they have genetically inherited red 
hair, blue eyes, heart condition and they have no idea what their father looks like and I  
think it's wrong. I  don't personally agree with it, I  think scientist go too far ” (CA/ 38 Y./ 
Christian: Catholic/ White British).
Likewise, another participant criticized the people who try donor insemination when they 
are quite old:
“I  wouldn’t condemn anybody who thinks differently. Um, I  mean, today too many people 
think it’s my right to have this, instead o f realizing their responsibility. Women quite old.
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they wanting a child; they ’re dying before their children are more than few years old and 
that’s not their right to have a child, it’s their responsibility to look after children 
throughout their life ” (CF/ 60 Y./ Christian: Baptist/ White British).
One participant pointe out the after life and stated that she will be questioned after death 
for doing sin if she uses donor:
‘7  wouldn’t be answerable for something if  I  have done wrong when I  die. And i f  that’s 
the only option then I  wouldn’t take it up, because I ’m stronger about my religion than 
anything else ” (HA/ 26 Y. /  Sunni Muslim/ Asian British).
In my study, religious participants, who were religiously allowed to do DI, regarding 
accepting this procedure to overcome their fertility problem, presented different views. 
These participants were mostly Shi’a Muslim and were living in Iran where using donor 
gamete or embryo is religiously accepted (according to some of the religious scholars’ 
Fatwa) and is being undertaken based on national legislations. Some of these participants 
disagreed and thought that growing embryo in their own body cannot create a better 
attachment and emotional bonding with foetus and the child will finally be a stranger. 
One of these participants, based on her religious information, believed that transferring 
donor sperm to her uterus is forbidden but if donor sperm to be fertilized in vitro (either 
with her egg or a donor egg) and an embryo developed it can be transferred to her uterus.
“I  think that somebody else’s sperm can’t be transferred directly to my womb. I f  i t’s 
fertilized outside and become embryo it can be transferred to my womb. I  think 
religiously it’s not forbidden. The other way is that both sperm and egg have been taken 
from somebody else and donor embryo is transferred to my womb. I  think this is also 
acceptable” (ND/32 Y./Shi’a Muslim/ Asian).
In relation to this participant, it is noteworthy that despite knowing that transferring donor 
embryo into her uterus is religiously allowed but still she was not personally satisfied 
with it. She did not believe that growing embryo in her body can create a better
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attachment between her and the foetus and ultimately the child is somebody else’s. She 
thought that in both circumstances of DI and adoption the child originates from “others”:
“There is no difference when the sperm or egg is obtained from somebody else, through 
donation or adoption; in both status the child is not your own, you know ” (MK/ 40 YJ 
Shi ’a Muslim/ Asian).
When she was asked for the prerequisites and legal issues of using donated embryo in her 
country, she had no information and after being informed that one of its requirements is 
her husband’s temporary marriage, she commented:
“Although temporary marriage is acceptable in our religion but my husband doesn’t 
accept it. My husband is much happier to adopt a child and actually it’s a better way. 
But to be honest, we haven’t thought to these issues as both o f us are hopeful to have our 
own child, at the moment we don’t think to theses things ” (ND/ 32 Y./ Shi ’a Muslim/ 
Asian).
b- Feeling of ambiguity to use DI
Some religious participants experienced ambiguity and uncertainty in relation to DI 
despite being allowed to undertake. One of these participants mentioned that according to 
her religious beliefs there are some ways to use donor egg. She elaborated that her 
husband and the woman who is the owner of donor egg can get “Mahram” (religiously 
recognized partnership) through temporary marriage which is called Mut’a in Iran and as 
a result their sperm and egg can be fertilized together and the child will be legitimate and 
religiously accepted.
“There are some ways for doing it, for instance the clergy can do ’’Mut’a” (temporary 
marriage) and the woman who donates her egg becomes "Mahram” to my husband. It 
can be carried out in the situation that my husband doesn’t know the woman and vice 
versa. It can also be done in their absence. The only matter is that my husband should 
pay the life expenditure o f the woman through the pregnancy; because o f being sure that
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everything she is eating during pregnancy is “Halal” (religiously allowed) (SQ/ 24 YJ 
Shi ’a Muslim/ Asian) .
But while she was answering to this question that “do you accept using donor to 
overcome your fertility problem”, she was in doubt and ambivalence: “I  don't think so!!! 
I  don’t think that I  can accept it one day!!! She also referred to her husband’s objection: 
“my husband does not agree with it as well”.
Clarke (2006) argues that in Lebanon, which is one of the Arab countries with highest 
Shia Muslim population. Ayatollah Muhammad Husayn Fadlallah has permitted 
anonymous donation in which there is no need that the husband of recipient get marry the 
egg donor, even temporarily. Ayatollah Kamenei has also asserted that such marriage is 
not required but in Iran it is necessary to legitimate gamete donation through temporary 
marriage. Even Ayatollah Fadlallah has allowed sisters to donate and receive eggs which 
is usually ruled out in Islamic law that prohibits a man from marrying two sisters, 
simultaneously.
c- Agreement with using DI
Some religious participants had no objection to use DI. One of these participants who 
were Shi’a Muslim thought that using only egg donor is OK, whereas sperm donor is 
forbidden. She also had no clear knowledge about donor embryo.
""According to religious Fatwa I ’ve heard that donor egg is OK but donor sperm is not. I  
don’t know, but I  think there is no difference between egg and sperm if  it is given by a 
donor. Even I  know that there is donor embryo. But I  don’t know the Islamic fatwa for 
that and also for donor sperm ” (MKJ 40 YJ Shi ’a Muslim/ Asian).
But in spite of her vague views, she viewed it “OK”, although she wished that she does 
not meet this situation: “I  hope I  do not need it one day, but for me using a donor egg is 
OK” (MK/ 40 YJ Shi’a Muslim/ Asian).
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As a consequence, different Shia Muslim participants in this study had different levels of 
knowledge about religious and also legal aspects of gamete donation, which somehow 
affected their decision for using this technology. Abbasi Shavazi et al. (2006) found that 
46% of infertile women who referred to gynaecologic clinics of five health centres in 
Tehran had no idea about gamete donation. Whereas 27% disagreed and knew that this 
technique is religiously forbidden and 27% had a positive view on gamete donation and 
saw it as a medical step toward infertility treatment. Abbasi Shavazi et al. (20060 argues 
that all infertile women who attended Avesina Infertility Clinic (a well-known referral 
infertility centre in Tehran) either women who were undergoing gamete donation or those 
who were trying other treatment procedures, were familiar with this technology and 
acknowledged it like other medical procedures. These infertile women explained that 
before attending Avesina infertility clinic, they disagreed to use donor procedures, but 
when they informed that a governmental infertility clinic which managed under 
supervision of religious authorities, is offering gamete donation as a treatment procedure 
for infertility they moderated their views. It seems that fertility clinics through 
counselling and informing infertile women from religious and legal issues related to 
gamete donation can play a fundamental role in modifying and adjusting of infertile 
women’s outlook on this procedure.
Agreement to use DI was expressed by one of the Christian participants in my study as 
well. She believed that it has not been addressed in holy book as a “sin”.
“There is nothing in the bible that suggests it is a sin. He doesn’t say about it in the 
Bible, egg donor, no. I t ’s not explicit in the Bible. God has given us the wisdom and He 
says to use it. We are not going to create human being. I t ’s just a form o f help. My 
religion is not against anything. Any form o f IVF treatment, the religion is not against it” 
(EA/ 40 Y./ Christian: Protestant/ African).
She also believed that all ethical issues related to donor insemination in the society is 
rooted in human being’s interpretation and it is not necessarily something approved by 
religion:
237
Robab Latifnejad Roudsari Chapter 7, Findings and discussion
“I t’s human beings’ belief that it’s ethical, which means you’re challenging God. You try 
to play God. I t ’s the society that set all this kind o f norms, this is right, that is wrong” 
(EA/ 40 Y./ Christian: Protestant/African).
This participant showed her agreement with using DI through this expression: “I  don’t 
have anything against it; i f  I  come to that stage I ’ll give it a try. My husband is happy 
with that too” (EA/40 Y./Christian: Protestant/African).
One Russian orthodox who was an optalmologist commented that using donor 
insemination is an “individual choice” and accessible way for people who need that. She 
did not believe in any rational for its prohibition from the religious point of view:
“I  think people can use that. Yes, I  don’t have any problem for using that from religious 
point o f view. At the end o f the day it’s your individual choice. I  don’t really know 
rationale that the church is prohibiting using any donor, not known for myself, however it 
seems that no, there isn’t any issue with that” (RJ/ 38 Y./ Christian: Orthodox/ White 
European).
The findings of my study revealed diverse views of religious infertile women in terms of 
making decision to use ART, which indicates that people do not always practice based on 
religious authorizations, instead they have personal justifications, probably affected by 
social and cultural constructions, which guide them how to deal with this issue. I have 
discussed the perspective of different denominations of Islam and Christianity regarding 
ART in chapter three: review of the literature, page 53-57. In this regard van Rooij et al. 
(2004) have similarly argued that all the infertile people have the right to make their own 
decision; some people may follow the religious regulations, whereas others may decide to 
use these procedures for the reasons they consider more important.
B- Self-based decision-making on IVF and DI
Non-religious participants regarding I Vf had no objection. In relation to DI, like religious 
women, they expressed different views. Some admitted it as their last option and some
238
Robab Latifnejad Roudsari Chapter 7, Findings and discussion
had no objection to use it, as they thought that this is the only way that they would be 
able to experience motherhood. Non-religious participants, who accepted using donor just 
as the last resort, pointed out that they will use it when there is really no other choice to 
conceive. Their rationale was the importance of having a child from their own loving 
relationship.
“I  think for me it would he the real last option. Because so much o f this is about the 
person I  love most in the world and may creating another being together. That’s our own 
way and I  think the big element o f that is taking it away if  you have donor sperm or egg” 
(CB/32 Y./Non-religious/ White British).
One of these participants talked about the hardiness of its acceptance and the emotional 
consequences of that and the caution, care and scrutiny that she needs to make decision 
because “it is not an easy thing to do”.
“It would be tough, really tough and with my husband I  would have to talk a lot. But yes, 
I  could accept it. I  think I  should undress the emotional issues around it. I  definitely think 
about it carefully, talk about every aspect o f it, because it’s not an easy thing to do ” (CB/ 
32 Y./Non-religious/ White British).
Then she elaborated that her reason for accepting DI is that being pregnant and nurturing 
something inside the body is part of motherhood.
“Part o f motherhood is the fact o f having nurtured and grown something and I ’ll go 
through the whole giving birth and I  actually understand why the whole process is like 
that and why it’s painful. I  think it’s the whole thing that motherhood saying. I  think 
taking that away is taking away a chunk o f motherhood” (CB/ 32 Y./ Non-religious/ 
White British)
She also referred to the potential resources of egg that she may take from, although she 
was not sure about it, yet: “I  would go to my sister to donate egg. That would be weird.
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gush! May be it’s easier to go to strangers, I  don’t know, gush! That’s a whole other 
world o f thought” (CB/ 32 YJ Non-religious/ White British).
One of the non-religious participants who had got premature menopause and definitely 
needed to conceive through using donor egg had different view. She personally agreed to 
use donor egg but her problem was finding a partner who accepts egg donation, for whom 
she was struggling:
‘My plan is to find somebody to have child with. I f  I  do meet the right person then the 
plan would be, as I  guess, with the donor egg on the NHS as many times as possible. Um, 
and then after that i f  you know, that didn ’t work for the reasons and NHS says no more 
try; um, then get private and continue trying to have as many children as possible; I f  I  
didn’t meet that person I  will consider donor sperm and/or adopting a child’ (Z/ 29 YJ 
Non-religious/ White British).
Although adoption was an alternative option for her in case of being unsuccessful to find 
donor sperm, but she preferred donor insemination, because she thought that only through 
this way she would be able to experience motherhood.
“I f  you adopt a child you ’re missing out to be pregnant, having your body, go through 
changes and breast feeding; and also having the child, presumably, looking like your 
husband is a massive thing. That’s why it (donation) comes to my mind first” (Z/ 29 Y./ 
Non-religious/ White British).
C- Decision-making on surrogacy
A surrogate mother is defined as a woman who carries the foetus throughout the 
pregnancy and then gives birth to the child on behalf of another woman, having agreed to 
surrender the newborn to this person at birth or shortly afterward (Schenker 1997a). 
There are two kinds of complete and partial surrogacy. In complete surrogacy the ovum 
of the wife is fertilized with her husband’s sperm and then is implanted in the uterus of 
another woman who gives birth as a surrogate mother. When the surrogate mother is
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inseminated with another woman’s husband’s sperm it is called partial surrogacy. In 
other words, she donates her oocyte and leases her uterus. Following birth the child is 
given to the infertile couple for adoption (Schenker 1997a). It is notable that in 
Catholicism surrogacy has completely been opposed (Greil et al. 1989). Also in Sunni 
Islam, all forms of surrogacy are not allowed (Inborn 2005), but it is permitted by other 
denominations of Christianity and Islam.
I- Surrogacy approval
In this study, some of the religious participants, but not all, presented their views on 
surrogacy. Most of them were personally happy and satisfied with it, while they had no 
information of religious scholars’ views on that. Only one of them was aware of her 
faith’s stance. One participant personally disagreed, whereas she was unaware of 
religious views regarding surrogacy. All participants rationalized their outlooks. Some of 
them showed their concerns about the future. One of the participants who had no idea of 
surrogacy when was informed about it, viewed it as a valuable present which can be 
offered her. She said with excitement and enthusiasm:
“I  think it would be a nice gift to me if  a nice lady, a nice woman can offer me this thing 
that she can bear my baby. I  would love her for the rest o f my life; she would be like my 
sister” (SR/23 Y. /Sunni Muslim/Asian British).
She had already told that she dose not agree using donor and does not like somebody 
else’s sperm to be transferred into her uterus. But agreeing surrogacy, the question was 
that how she is happy with transfer of her husband’s sperm to another woman’s womb?! 
She understood this contradiction herself: “It sounds that it would be contradicting with 
what I  said before that I  don Y like to have somebody else’s embryo in my body” (SR/ 33 
Y. /  Sunni Muslim/ Asian British). Then she gave her rationale for accepting surrogacy 
and said because the embryo will be developed using her egg and her husband’s sperm, 
so it seems that it is religiously accepted. She compared the situation with regulation of 
breast feeding in Islam which can be carried out by another woman when the mother is 
unable to breast feed: “In our religion some women who can not breast feed, they can ask
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the other ladies to breast feed their child, that’s not a problem She concluded that it is 
her understanding of religion, but it might be going to extreme. So she commented that 
avoidance of doing surrogacy is preferable: “I  know it’s going to a little bit extreme and 
it’s better not to let put it in this way, it’s better not to”. She believed that in the time of 
desperation and harassment there is no prohibition for doing surrogacy.
“I f  somebody is very much desperate, it’s like a gift I  think, when a lady is offering her 
uterus to carry her baby, that would be nice, yeah, because I  know that I  have unhealthy 
uterus, I  know what my uterus is like, it can not carry a baby” (SR/ 33 Y. /  Sunni Muslim/ 
Asian British).
Another participant was happy with surrogacy herself and was aware that it is religiously 
permitted:
‘7  know that surrogacy is acceptable in our religion, because our own egg and sperm is 
taken, so the foetus is genetically originated from us, just it grows in another womb ” 
(MK/ 40 Y./Shi ’a Muslim/ Asian).
But her husband disagreed to do that: “we were advised to do surrogacy last year. The 
surrogate woman and her husband both were happy with that but my husband didn’t 
accept” {MK/ 40 Y./Shi ’a Muslim/ Asian).
Another participant, who was a catholic, conversely said that her husband has no belief in 
gamete donation but is keen on surrogacy and the reason is that he likes to have his own 
child more than anything else.
II- Ambiguity about suurrogacy
Another participant, while was happy with surrogacy, had a feeling of guilt. She thought 
that why other women should bear the huge pain of pregnancy and childbirth just for her: 
“I  feel why these women go through all that for me. I  think it's a huge thing to do ” (NF/
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35 Y./ Christian: Protestant/ White British). Also she imagined herself lazy and selfish 
for making a lot of trouble for another woman to carry her baby for a long time.
“Ifeel a bit like it's me seems lazy such a carrot; I  don't like this, you know, get someone 
else to do it. Some people are more selfish about that and say I  don't care, but I  really 
don j ” (NF/ 35 Y./ Christian: Protestant/ White British).
Furthermore, she was concerned about ownership of child to the surrogate mother and 
getting the child back in the future by surrogate mother and the matter that she will not 
legally be supported:
“I  think going through all that pain is great. But the only problem with that is legally the 
kid is their child. So you can have also horrible things sometimes, when the women give 
birth they want to keep it. I  have seen that in dramas. It just rends us. Ijust wouldn’t want 
it happen to me. Do you know what I  mean? You can imagine go through all that and 
then... ” (NF/35 Y./Christian: Protestant/ White British).
She had no information of religious views in this regard or at least she did not mention. 
Regarding official issues of surrogacy, Schenker (1997a) has argued that in the UK, 
surrogacy is practiced on a non-commercial basis and only in the circumstances that 
surrogacy is the only chance to have a child. Schenker (1997a) has also stated that Israel 
legislation has given the right to the surrogate mother to appeal to the District Court 
during the first 7 days after delivery to break the contract and keep the child; otherwise 
the responsibility for the child bom is that of the commissioning couple.
Ill- Objection with surrogacy
One of the participants rejected the idea of doing surrogacy as an option for resolving her 
fertility problem and her main reason was that she did not feel that she would be the 
owner of child:
“I t’s not ours, it’s somebody else’s, isn’t it? I t ’s not our baby. I  would like to give birth 
and understand how it’s supposed to be; not in any other way like i f  somebody else
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involves in any way. I  would not like to do that” (HA/ 26 Y. /  Sunni Muslim/ Asian 
British).
The other explanation of this participant was that she thought that the child who is grown 
up in another body has no bonding and emotional attachment with her as a mother:
“Because she is having the baby, I ’m not having the baby, you see, she is giving the birth. 
She feels the baby. I  wouldn’t feel that because I  haven’t given birth to the baby. Even 
though it’s may be part o f us but not the same feeling as being a mother and giving birth; 
because it’s not part o f y  our body. Its part o f her body she’s developed into. So I  
wouldn’t feel that is OK” (HA/ 26 Y. /  Sunni Muslim/Asian British).
She was not aware of religious views on surrogacy but she believed that even with 
religious permission she will not try surrogacy:
“I  don’t know how religious leader come out with it. But I  wouldn’t like it, because you 
don’t have a feeling towards the baby as a mother and how it should be; because being a 
woman is having connection with the baby” (HA/ 26 Y. /  Sunni Muslim/Asian British).
Schenker (1997) argues that there is a great controversy in Europe regarding surrogacy. 
Some advocate surrogacy for the reason that it is the right of humans to do whatever they 
will, as long as there is no harm for other people. Also they think that child-bearing is the 
right of every person in the society. Some other view it negatively and interpret it as 
something commercial which takes advantage of the surrogate woman and impairs 
infertile women’s honour and releases women from responsibility. Furthermore, 
surrogate mother may confront with medical, physical and mental dangers. Confronting 
with social stigma following surrogacy is another issue which was discussed by Abbasi 
Shavazi et al. (2006) in the society of Iran. He pointed out that society refuses to accept 
these children as biological offspring of infertile couples. He reported that one of the 
infertile women who decided for surrogacy said that she will announce that she is 
pregnant and then tries not to have communication with anybody for nine months and if
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somebody came to visit her she will pretend that she is pregnant.
7.3.3.1,4. Expecting for outcome
All participants either religions or non-religions in this study were hopeful to attain a 
successful pregnancy at the end of their investigations and treatment. It was the same in 
participants who had just started the investigations or those who were being under 
treatment for many years and they believed that without hope following treatment 
protocols is not possible.
Religious participants, trusting God and believing in His supreme power, had 
experienced a sort of transcendental hope that they would be healed by God. Statements 
like: “we didn't give up yet, I ’ll get hopefully my child', “I ’ve got hope, you should never 
be hopeless”, “hundred percent I ’m hopeful to get pregnant”, “I  think we will be 
successful in our treatment”, “we will have our own child' and “I ’m saying hundred 
percent I ’m hopeful to have child but then it’s up to God' were expressed by most of the 
religious participants. Some participants tried remembering stories from their holy book 
regarding couples, who got their children in old age, keep themselves hopeful and 
optimistic. One participant referring Hanna’s story in the Bible and her patience for 
expecting child for a long time mentioned." “That's one o f the reasons that I'm hopeful, 
my understanding o f God is that, God brings the child in the right time ” (AH/ 32 YJ 
Christian: Church o f England/ White British).
For some of the participants it was difficult to believe that they will not have their own 
child one day: “I  can't imagine not having a child or more than one. I ’ll look myself with 
my child in my arm and I ’m glad that it will happen ” (AH/ 32 Y./ Christian: Church o f 
England/ White British). Sometimes they were not keen even to think about other options 
like using assisted reproductive technologies, particularly participants who were at the 
early stages of investigation. They liked to insist on following treatment as far as it is 
possible and they were extremely hopeful to be a mother. They did not like to discuss 
about these alternatives with their husbands, as they were so hopeful to have their own 
child, ultimately: “I ’m not at the stage where I  consider whether I  do that, because I'm
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hopeful that it can be sorted out before I  have to consider that” (AH/ 32 Y./ Christian: 
Church o f England/ White British). Participants’ religious hope for attaining a successful 
pregnancy was one of the effective factors which encouraged them to go forward with 
their treatment to get children, naturally.
7.3.3.2. Phase 8- Governing self
7.3.3.2.1. Demonstrating various emotions 
Positive and negative emotions
Infertile women in confrontation with their fertility problem demonstrated a variety of 
negative and positive emotions. It was nearly identical in both groups of religious and 
non-religious participants, apart from some positive emotions which were arisen from 
religious participants’ optimistic outlook to the life issues.
A- Negative emotions
Negative emotions which were experienced by the majority of the participants in 
different time periods in their journey included disturbances in their mood which 
appeared as anger, anxiety and depression.
I- Anger
Anger was experienced by different participants when they confronted with different 
situations. They experienced the nervousness and feeling of annoyance when they had a 
medical appointment: 7feel always nervous before I  come to see a doctor or GP or scan 
or anything. Ifeel slightly annoying because plenty o f women don’t need to go through it ’ 
(AH/ 32 Y./ Christian: Church o f England/ White British). They also felt anger when they 
compared themselves with fertile women who had no obligation to have intrusive 
procedures in order to have children. Also they got angry comparing themselves with 
their colleagues who had the chance to benefit from women’s rights like maternity leave.
“There are a lot o f women who get pregnant and they do have a lot o f rights for women, 
maternity leave and all these stuff. There are a lot o f women that I  see them, so I  get 
angry” (NF/35 Y./Christian: Protestant/ White British).
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Some participants “resented” being surrounded by friends who had been pregnant 
instantly:
“I  find it a bit tough each day I  get calls from friends saying I ’m pregnant. Yes, I ’m 
pleased for them but at the same time I ’m resented slightly, I  think Fm desperate for that 
to be me ” (CB/ 32 Y.l Non-religious/ White British).
Other participants referring to their imminent birthday and feeling of losing golden time 
for being reproductive due to getting older presented their anger. In some participants the 
anger was because of their splitting up from their partners (broken partnership) for the 
reason of infertility. Some participants asserted that infertility was not the single cause of 
their anger, but it made it exaggerated and enhanced its magnitude.
“I  have feelings like depression now and again not too much anger, but it wouldn’t 
necessarily be about fertility, it could be magnitude o f things” (VS/ 33 Y./Non-religious/ 
African British).
II- Anxiety and depression
A Feeling of anxiety was presented by some of the participants while they thought to 
their unknown and unplanned future: “emotionally, as far as I  am concerned, it just make 
me think sometimes that oh what will happen i f  I  don’t have a baby” (SR/ 33 Y. /  Sunni 
Muslim/ Asian British).
Some infertile women experienced some levels of depression, intermittently, in their 
illness trajectory. The most important reason for the participants who felt depression was 
comparing themselves with fertile women and thinking that they have nothing more to do 
except from “manically working”: “I  saw that I  am manically working and it was a sort 
o f manic work, work, work and then depressed, blocked, don't want to go out” (NF/ 35 
Y./ Christian: Protestant/ White British). Also looking at the families who were around 
with their happy children and feeling of the gap of not having child in their own life was 
other reasons for depression.
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“I  do get very depressed when we go to the restaurant and see the ladies with the same 
age and same background, they have all children and they are looking around. I  do get 
upset and get so quiet” (HA/ 26 Y. /Sunni Muslim/ Asian British).
Some stated that even passing from kids’ shops affected them:
“I  mean I  do feel depressed, you know when I  go to shops I  see baby clothes and really I  
wish I  could buy it soon and all the other things. So yeah, I  do feel depressed” (CB/ 32 
Y./Non-religious/ White British).
Some other presented their depression because of their inability to solve the fertility 
problem: “I  can't do anything, i f  you have fertility problem and you can't get baby, you 
have distress, depression” (IM/ 30 Y. /  Sunni Muslim/ African). But it is worthwhile to 
note that depression which was discussed here is the term which has been used by the 
participants. It is the emotional change that some infertile women have experienced it, 
intermittently, in their journey.
Ill- Other negative emotions
Infertile women also experienced other emotional disturbances. The feeling of jealousy 
particularly seeing pregnant women around, lack of control, feeling of failure, 
abandonment, frustration, distraction, desperation, guilt and also feeling bleak were 
different emotions experienced by infertile women.
Feelings of jealousy appeared particularly when they saw pregnant women: “They 
(pregnant women) are lucky, they passed exam for getting pregnant” (IM/ 30 Y. /  Sunni 
Muslim/ African). The majority of infertile women pointed out that they are happy for 
these women but at the same time they wished that they were in the same position: “I  just 
look and think and I  wish that she was me ” (CB/ 32 Y./ Non-religious/ White British). 
Some participants made themselves hopeful with this thought that “it’s her luck and may 
be don’ take a long time I  will be in the same position as well, hopefully” (HA/ 26 Y. /  
Sunni Muslim/ Asian British). One participant pointed out that she had got the feeling of 
jealousy after passage of time: “in the past it was all right, fine. O f course now it's very
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much different, you envy, you get upset, jealousy; horrible feelings!” (NF/ 35 Y./ 
Christian: Protestant/ White British). She also emphasized her unwillingness of having 
such feelings: “I  don't want to feel those feelings” (NF/ 35 Y./ Christian: Protestant/ 
White British). Approaching friends’ children also was another reason for feeling of 
jealousy, which infertile women tried to hide it from their friends.
“It is difficult to have so many friends with babies, to them they would never know Fm 
jealous because Fm so excited and hold their babies. Part o f me I  don’t want to spend 
much time with them; it’s tough watching them with their little babies” (CB/32 Y./Non­
religious/ White British).
B- Faith-oriented positive emotions
I- Optimism
Positive emotions were mostly presented by the religious participants. One of the issues 
which helped religious participants to handle the emotional burden of infertility was their 
optimism and looking at life positively. They acquired it from their religious background 
due to trusting God.
“I  don’t think it’s a dijficult process, but it can be; so I  am trying to see it as a positive 
experience, although there are ups and downs in it ’ (AH/ 32 Y./ Christian: Church o f 
England/ White British).
They believed that their positive personality was rooted in their religious beliefs and 
thought. This optimism helped them to deal with their problem easier and to show 
perseverance and strength.
“I  am able to hold it in perspective the rest o f my life. This is OK. With my husband’s 
supports, my friends’ support, with God’s support I  can handle this. I  tend to feel 
positively about this experience, amazingly ’ (AH/ 32 Y./ Christian: Church o f England/ 
White British).
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They interpreted the stressful situation as a kind of God’s blessing and admitted it as an 
opportunity to find new friends, receiving love and care from people and achieving 
intimacy to others which helped them to manage their social isolation. One of the 
participants, who had cancer as well as infertility, interpreted the situation very 
positively.
“I  had chance to speak to people (whom) I  would never spoken to; so it had a good side. 
I've made new friends” (CF/ 60 Y./ Christian: Baptist/ White British).
She referred to consulting scripture through opening the bible to seek God’s view on her 
fertility problem. She was very excited of being faced the verses that were directly related 
to her situation (discussed in page 187).These verses were like a relief for her whenever 
she remembered it. She interpreted her fertility problem as God’s blessing; because it 
made her capable to offer her love to people who need her:
“I  always went back to that verse that God blessed you barren women ”. We have people 
stay with us with lots o f love and care that we could give to other people and it is a bless 
in that way, really”.
Some participants referred to their positive personality as a reflection of their happiness 
and satisfaction with God’s will and having a divine look to life that “everything is from 
Allah”'.
“I  am a very positive person, 'Alhamd-o-lellah' (thanks God) my religion is Islam and 
obviously I  think that everything is from Allah; I f  Allah wants me to have a baby, OK, 
fine, that means how positive I  am and how positive I  think about it” (SR/ 33 Y. /  Sunni 
Muslim/Asian British).
The other participant had the same expression regarding her happiness and optimism and 
not being in anger with God: “I  can't think o f any instances where I've been angry with 
God, I  can't think. I've always been a happy person” {CF/ 60 Y./ Christian: Baptist/ White 
British).
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They gained this optimism gradually and understood it as a coping strategy which gave 
them more relief:
“Initially, I  was always very sad, very very sad. I  couldn ’t get on with life; hut I ’ve 
learnt to think positively. I  thought positively that it will happen one day. So now the 
emotional side o f it is not like before ” (EAJ 40 Y./ Christian: Protestant/ African).
II- Feeling of peace
Religious participants had a feeling of calm and peace, because they believed in God’s 
will and viewed infertility as a God-made decision, so they trusted God and were 
appreciated and grateful for what God had given them. For this reason, they had a feeling 
of calm and peace.
“I  am grateful about all it is, everything about the peoples ’ circumstances and my faith 
very much helps me this and I ’ve grown up to realize it’s not God’s fault; So I ’m not 
angry o f God; but I ’m very much seeking his support” (AH/ 32 ¥./ Christian: Church o f 
England/ White British).
They believed that the nature of their peace is not “fatalistic ”; instead, it is a “genuine 
peace ”. One of the Christian participants commented:
“It was really a peace, I  mean, it wasn't fatalistic; it was a genuine peace about it. I f  I  
couldn't have them (children), but it was good as well, so I  didn't really feel anxious. I  do 
think about it occasionally but it’s not an anxious thought” (CF/ 60 Y./ Christian: 
Baptist/ White British).
They viewed this peace as something granted by God: '^God gives you peace for the 
necessity o f the situation. When I  had it (infertility) I  was really in peace, you know, it’s 
something that God gives” (CF/ 60 Y./ Christian: Baptist/ White British). They also 
believed that it was a kind of specific God’s blessing which other people with the same 
religious and spiritual beliefs were not privileged by that: “I  know there are people.
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lovely Christian people in similar faith to me, really do feel it desperately, hut for some 
reason I  was given a real peace about it” (CF/ 60 Y./ Christian: Baptist/ White British). 
Additionally, they saw God as only resource of help, so from their viewpoint they did not 
need to be worried and stressed because they were aware that there is a rationale and 
logic behind every God-given phenomenon: ''If you are near to Allah and you are near to 
scripture, i f  you know what things are there, then, obviously you feel less stress and 
obviously you, then, know what’s happening exactly” (SR/ 33 Y. /  Sunni Muslim/ Asian 
British). Trusting God and belief in “God’s power” was another reason for religious 
participants’ peace:
“Christians who trust God and believe that God is our creator and has made us, and we 
believe that and we know that He can perform miracles when he wants to and this is very 
much peaceful thing that God has power” (CF/ 60 Y./ Christian: Baptist/ White British).
Ill- Self- confidence
Feeling of self-confidence, empowerment and being able to handle the stressful situation 
using their own ability was one of the factors that helped infertile women to be able to 
manage their emotions: “I  think I ’m a strong person and I  can be coped with the 
situation. We say in the Romania I ’m with my feet in the earth not in the cloud, so I  don’t 
need somebody else to help me” (ED/ 40 Y./ Christian: Baptist/ European). They thought 
that they did not need to any emotional and/ or psychological support provided by health 
professionals:
7 don’t think too much, emotionally I  am OK; Alhamd-o-lellal (thanks God) it has not 
affected me and I  think I  am psychologist o f myself. I  don’t need to get help apart from 
my Allah, my God” (SR/ 33 Y. /Sunni Muslim/Asian British).
Domar et al. (2005), in a quantitative study exploring the role of religiosity and/or 
spirituality in shaping the subjective psychological well-being of infertile women, found 
that infertile women with higher levels of spiritual well-being, as measured by the 
spiritual well-being , reported fewer depressive symptoms and less overall distress from
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their infertility experience. They suggested a relationship between spirituality and the 
psychological well-being of women undergoing infertility treatment.
Religious participants believed that their religious teachings were the best source of 
counselling and they were able to find everything in their holy book:
“I  just think i f  you are religiously committed you don’t need to go to counselling; 
because we \e  got it all in the Koran, OK, You don’t need to go to a counsellor to tell you 
how you do to feel better, no, it’s all in that. I  think my religion is the best counselling I  
can be given ” (HAJ 26 Y. /  Sunni Muslim/Asian British).
Another participant, likewise, pointed out that her faith has taught her how to mange life, 
so she did not feel to need any sort of counselling:
“/  know what the faith is, the meaning o f things, i f  something can help you, the way you 
run the life, everything I  know and I  don't need to go to counselling and I  never go there” 
(LM/ 30 Y. /  Sunni Muslim/ African).
It is worthwhile to say that some of the religious participants even were eager to help the 
other people who were struggling with fertility problem and it showed their emotional 
strength:
“I  think I  can help the other people who are in the same situation like me and I  don’t 
need somebody else help me; because I  haven’t got this kind o f problem like emotional 
issues. I ’m thinking just to couples who can’t cope with the situation, and to support 
them, to encourage and to help them to find out a solution for their problem ” (ED/ 40 Y./ 
Christian: Baptist/ European).
7.3,3,2.2. Adopting coping strategies
Infertile women as an attempt to control their emotions and approach different aspects of 
their fertility problem adopted some coping strategies. It is notable that they employed a
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broad spectrum of coping strategies including non-religious and religious methods. Those 
individuals who were devoted to religious beliefs, they usually contributed actively to 
take responsibility and control over all aspects of their lives. Yangarber-Hicks (2004:306 
citing Sullivan 1999), similarly argues that religion and spirituality are viewed as great 
help by providing coping strategies and giving a sense of meaning in the midst of tragedy 
and confusion. Yangarber-Hicks (2004) stated that religious coping is associated with a 
number of psychosocial outcomes like the degree of adjustment to negative events and 
“psychological resourcefulness”.
Pargament et.al (1998) has argued that religious participants cope with stressful situations 
utilizing both positive and negative religious coping methods. In my study infertile 
women used more positive religious coping strategies than negative, but negative 
religious coping methods were also used by these participants, even though with less 
variety and frequency and as provisional methods of coping. Negative religious coping 
methods were used either by the religious participants in some occasions in their life and 
as they mentioned it “transiently” or by non-religious participants who denied the role of 
spirituality in their life.
Positive religious coping strategies used in this study included: benevolent religious 
reappraisal, belief in spiritual support, engagement in religious rituals, belief in miracles, 
religious surrendering, belief in timing, religious consciousness, religious helping and 
seeking support from clergy. Pieper (2004), in studying religious coping in highly 
religious psychiatric inpatients in the Netherlands, found that positive religious coping 
was positively correlated with psychological well-being. Negative religious coping 
strategies which were applied by the participants included demonic reappraisal, spiritual 
discontent, discontent with clergy and spiritual irrelevance.
Infertile women adopted other coping strategies apart from faith- based coping methods 
including: ignorance, compensation, changing lifestyle, self-reliance, gradual adaptation, 
friendship, looking for medical resources, and relaxation therapy. Non-religious
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participants mainly employed these methods, whereas religious participants used these 
methods in conjunction with religious coping strategies.
It is worthwhile to say that infertile women usually employed multiple religious coping 
strategies instead of single method to be able to cope with the stressful situation. Previous 
research has demonstrated that most individuals rely on more than one method of 
religious coping (Yangarber- Hicks, 2004, Bickel et al. 1998, Sears et al. 1997).
A- Religious/ spiritual coping
I- Benevolent religious reappraisal
Some of the participants redefined infertility from religious point of view as benevolent 
and potentially beneficial. They endeavoured to think that the situation might be a way in 
which God was trying to strengthen them and because of this strength they gained more 
capability to handle the situation: 7 am able to hold it in perspective the rest o f my life 
and that's what faith does it” (AH/ 32 Y./ Christian: Church o f England/ White British). 
The other participant expressed the same meaning by other words: “That’s faith that 
really really helps me keep going. That’s strong belief (Emma/ Christian/Protestant). 
They believed that they were granted this strength by God: "He would give me strength to 
cope ” (AH/ 32 Y./ Christian: Church o f England/ White British) and it was religion that 
taught them how to be patient and tolerant in confrontation with difficult circumstances: 
“religion absolutely gives me the strengths to deal with infertility and it’s Islam and 
Koran, our holy book which teaches you to be patient (S/ 33 Y. /  Sunni Muslim/ Asian 
British).
They tried to see the situation as part of God’s plan: I  think that all o f the life is mapped 
out’ (Vanessa, Non-religious). They believed in spiritual causation and the idea that there 
is a reason for everything: 7 think things happen for reasons. I  believe that i f  it meant to 
be, it meant to be” (Emma/Christian/Protestant, V /33 Y./Non-religious/African British, 
spiritual). Sewpaul (1999) also argues that for most participants in her study the belief 
that God has a reason for everything provided a source of strength.
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Religious participants could not accept that God’s action is imprudent, foolish or 
thoughtless. Instead, they saw it logical, wise and astute. They believed that God is 
beneficent, so if He dispossesses somebody from something. He will grant him 
something else: ‘Allah never let me down. I f  He doesn't give you one thing, He gives you 
something else’ (SR/ 33 Y. /  Sunni Muslim/ Asian British). Sewpaul (1999), similarly 
pointed out that most of the infertile women in her study believed that God with all His 
wisdom knows what is best for the people and He knows what He is doing. They tried to 
convince themselves by this though that perhaps if God had given them children their 
marriage might be broken.
The other benevolent reappraisal of the situation was that religious infertile women 
thought that this journey helps them to develop their spirituality, learn something and 
attempt to find a lesson from God: “There is something that I  was supposed to learn from 
the steps that I ’m taking” (VS/ 33 Y./ Non-religious/ African British). They felt that 
experiencing this situation was valuable and changed their appreciation of faith to 
understand it as a spiritual incident: “as you go through difficult circumstances you 
realise that it’s a higher meaning” (AH/ 32 Y./ Christian: Church o f England/ White 
British). Some other religious participants felt that struggling with fertility problems 
made them closer to God and also more devoted to the religious rituals and teachings 
(ND/ 32 Y./ Shi’a Muslim/ Asian). Domar et al. (2005), likewise in a quantitative study 
evaluating 200 infertile women affiliated to different religious faiths in Boston, similarly, 
observed that twenty-four percent of women in the study grew more in their faith after 
experiencing infertility.
II- Belief in spiritual support
Some of the participants searched for comfort and reassurance through God’s love and 
care. They trusted that God would be by their side and with them always and they looked 
to God for help, support and guidance.
From religious participants’ point of view God was a unique resource of assistance, 
benefit, support and help. They viewed God as the first: "God is somebody I  go to first i f  I
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feel I'm stressed’ (AH/ 32 Y./ Christian: Church o f England/ White British) and last 
resort, who they get help from:
'I  don't need to get help apart from my Allah, my God; I f  you ask anything from him, i f  he 
wants to give you, he will give you; because this is the last thing’ (SR/ 33 Y. /  Sunni 
Muslim/Asian British).
They referred to God’s as human being’s creator and most powerful entity whose help is 
different in nature with people’s help. They interpreted it as a kind of help which came 
from inside and could not be achievable even through closest person to oneself. They did 
not believe in relatives’ help as “real support”:
"When you are sick, all your family or the closest person who loves you so much, they 
just support you and it’s not real support or real help, because the real help comes from 
your inside” (ED/40 Y./Christian: Baptist/European).
Religious participants also believed that their trust in God helped them to cope: i f  you 
don’t have faith, i f  you don’t believe in somebody who is bigger from you, who has 
created you; you can’t cope, you are alone'” (ED/ 40 Y./ Christian: Baptist/ European). 
This trust also gave them an ability to accept what God has planned for them, either 
pleasant or unpleasant: “I  believe that whatever I  have to deal with, it would be OK 
somehow” (AH/ 32 Y./ Christian: Church o f England/ White British). It seems that their 
trustfulness encouraged them to confront with the realities in life and provided them 
psychological capacity to accept the challenging issues peacefully and concurrently have 
resignation and confidence: “Everything is up to God. I f  God is putting me through this 
way for reasons I'm willing to accept that” (AH/ 32 Y./ Christian: Church o f England/ 
White British).
257
Robab Latifnejad Roudsari Chapter 7, Findings and discussion
III- Engagement in religious rituals
Some of the participants engaged in religious activities and rituals like praying to shift 
their focus from infertility. They went to religious services to stop thinking about the 
situation and thought about spiritual matters to impede worrying about the problem.
Many religious participants in this study believed in the help of prayer as a source of 
coping with the situation: 7 do my prayer, so I  cope with things (AH/ 32 Y./ Christian: 
Church o f England/ White British). One of the religious participants referred to praying 
as the first strategy to deal with the fertility problem. Her first expression was: “First o f 
all I  pray because I ’m a Christian” and shortly she mentioned: ‘a lot o f good friends 
know about it and they pray for us ” (AH/ 32 Y./ Christian: Church o f England/ White 
British).
Marks et al. (2005) in a qualitative study on religion and health among African American 
women found that many of the women in their study reported praying with their “sisters”, 
indicating that prayer may also directly involve support from and relationship with 
relatives and friends from the same gender as well as the divine. Marks et al. (2005) has 
argued that leaving the burden of worries with God and sharing it with relatives and 
friends at least relieves the stress, even though the problem may not be resolved.
In this study one participant viewed praying as the last resort after getting help of all 
medical facilities: "We should have a faith on prayer, because this is the last thing” (SR/ 
33 Y. /  Sunni Muslim/ Asian British).
Some of the religious participants believed that praying has the power to change 
individual’s destiny: ‘You can change your destiny with prayer, because prayer has got 
the power’ (SR/ 33 Y. /  Sunni Muslim/ Asian British). They also believed that prayer will 
be definitely answered by God: “I  believe by asking God for things He will respond” 
(AH/ 32 Y./ Christian: Church o f England/ White British). But it should be carried out 
under particular circumstances including perseverance and reliance: “if  you want to 
really have it you should rely on it” and also humility and humbleness: “I f  we were very
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humble towards God, whenever the time is right He 7/ give the child” (HA/ 26 Y /  Sunni 
Muslim/ Asian British).
They also elaborated how prayer made them capable to cope with their situation. Some of 
them mentioned it as “getting relief and calm” and “taking comfort”: “/  take comfort in 
reading Bible and reading promises” (AH/ 32 Y./ Christian: Church o f England/ White 
British). Some other expressed it as “getting something worth”, having a feel of strength 
and optimism: "Ifeel quite strong with making prayer and I  feel very optimistic about it” 
(HAJ 26 Y. /  Sunni Muslim/ Asian British). Some participants stated the impact of prayer 
as being helpful, giving happiness, making one able to think positively, giving 
reassurance, building confidence and self-esteem: “I f  you read Bible it gives you 
reassurances, it builds your confidence, build your self-esteem (EAJ 40 YJ Christian: 
Protestant/ African). One of the participants thought that having opportunity to attend 
church which she calls it “God place” is “fortune” for her: “/  had been very fortunate 
being alive to God places ” (CF/ 60 YJ Christian: Baptist/ White British).
Marks et al. (2005) found the same concept of relying on God through prayer. They 
argued that the belief of people in power of prayer was reflected in expressions like “cast 
your cares upon the Lord”, “leave it with God”, “give it up to God in prayer” or “lay on 
God your burdens”. Also they had a feeling of relief from stress and worry relying on 
God. Marks et al. (2005) asserted that their participants expressed that their religious 
faith gives them “peace”, “strength”, “confidence” and “power” which is needed to 
proactively overcome life’s challenges.
IV- Belief in miracles
Some of the participants sought control indirectly by pleading to God for a miracle or 
divine intercession. They pleaded with God to make everything turn out okay and prayed 
for a miracle. In this study many religious participants referred to miracles as undeniable 
realities which have happened and mentioned in their holy books: “In the Bible, it talks 
about miracles” (CF/ 60 YJ Christian: Baptist/ White British).Yhsy emphasized that God 
has the power to accomplish miracles: “I  think God is in the business o f giving gifts like a
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great miracle ” (AH/ 32 Y./ Christian: Church o f England/ White British). One of the 
participants mentioned that people like prophets also have permission from God to do 
miracles and this is the proof that miracles can happen: “o f course all the prophets we’ve 
had from God they could perform miracles by the permission from God” (HA/ 26 Y. /  
Sunni Muslim/ Asian British). One of the participants talked about patients with cancer, 
who have got their health back because of miracles, to give an evidence for her claim: 
“patients with cancer, they are OK after praying. I  believe that’s a miracle and it’s 
happening, but the doctors don’t understand it” (ED/ 40 Y./ Christian: Baptist/ 
European). They tried to apply this concept with regard to infertility, either: ‘The Bible 
that I  believe in has many stories o f God opening women's womb for various reasons 
(AH/ 32 Y./ Christian: Church o f England/ White British).
Dutney (2007) has argued that in all Abrahamic faith traditions (Judaism, Christianity 
and Islam), it is God who “opens” a woman’s womb permitting her to conceive (Genesis 
29:31; 30:22). One of the participants told the story of Hanna who is Prophet Samuel’s 
mother and is “barren ” for years and years and is very upset. She prays for a child and 
only when she says “1 would dedicate this child to you Lord”, then she gets pregnant. 
Another participant referred to Sara in the Bible who got pregnant in very old age and 
when she was in her menopausal period (EAJ 40 YJ Christian: Protestant/ African).
Through reminding these stories from holy books, they tried to keep themselves hopeful 
and expectant: "I'm hopeful, i f  it needs to a miracle I  will ask for one” (AH/ 32 YJ 
Christian: Church o f England/ White British). Also they pointed out that thinking to 
miracles gave them peace and relief: “I  believe God can raise it i f  it’s necessary and I  
believe God can do it and this is very much peaceful (CF/ 60 YJ Christian: Baptist/ White 
British); and also helps them to think positively: “it makes the things positive for me ” 
(EA/ 40 YJ Christian: Protestant/ African). One of the participants who had experienced 
infertility for a long time blamed herself for not pleading God for a miracle: “I f  God is 
God and creator He is very very very great. So I  should expect more than I  do and may 
be I  made God too small” (CF/ 60 YJ Christian: Baptist/ White British).
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Religious participants also criticized disbelief of people, nowadays, who have no faith 
and as a consequence no belief in miracles: “Today, sometimes it’s hard to believe in but 
it’s (miracles) happening. It sounds like madness, as today is century” (EAJ 40 YJ 
Christian: Protestant/ African). But they still believed in occurrence of miracles as long 
as human is on the Earth: “ miracles is happening today, tomorrow and in the future, may 
be I ’m not in the Earth at that time and it can happen to me and another people but who 
knows” (ED/40 YJ Christian: Baptist/European).
Sewpaul (1999), likewise, reported infertile women’s belief in miracles. She argues that 
the belief in a miracle is linked with one’s personal sense of self and one’s conception of 
God. She has also discussed that in these women disappointment from the miracles does 
not happen even after many years of marriage and experiencing infertility, because this 
belief has made them so much hopeful. Sewpaul (1999), has also argued that a sustained 
belief in miracles may has some negative consequences like inability to work toward 
resolution, lack of faith in God, anger and withdrawal from religion. Yebei (2000) also 
found that Ghanaian infertile women in the Netherlands had hope in miracles to be healed 
in an appropriate time.
V- Religious surrendering
Some of the participants had an active giving up of control to God in coping. They 
attempted to made sense of the situation and looked for any solution and simultaneously 
prayed and asked God to help them. In other words, they tried their best and as much as 
they could to follow the treatment procedures and then turned the situation over to God. 
“Still I'm doing my best, because I  can do, but then it's only God that can create the 
baby, it’s up to God (IM/30 Y. / Sunni Muslim/African; HAJ26 Y. /Sunni Muslim/Asian 
British). The reason that they put the rest in God’s hand was their trust in God’s 
advisability and power: “you just leave up to God, don’t worry about it, because he 
knows what’s best for us, he ’II try for us” (HA/ 26 Y. /  Sunni Muslim/Asian British).
Dyer, et al. (2002b) referring to religious beliefs as an important source of support, 
indicated that at the same time that infertile women leave everything to God, but it did 
not prevent them from actively seeking help.
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VI- Belief in timing
Some of the religious participants believed that there is a certain time for achieving 
everything in the world which has been scheduled and planned by God who knows 
everything better: “whenever the time is right we will have a child, you see, but probably 
God says you don’t know what’s good for you, I  do ” (HAJ 26 Y. /  Sunni Muslim/ Asian 
British). The idea of considering God as beneficent made them acceptant: "I come to 
accept it because it’s not in our hand. So may be it isn’t a right time to have a baby” 
(HAJ 26 Y. /  Sunni Muslim/ Asian British); optimistic; “I  think timing is very significant 
and I  tend to feel positively about this experience ” (AH/ 32 YJ Christian: Church o f 
England/ White British) and hopeful: "when I  think about it it's in God’s hand and he will 
give us when the time is right” (HA/ 26 Y. /  Sunni Muslim/ Asian British). Even when 
they prayed they were convinced that God will certainly give their answer but in a proper 
time:
"I know that our prayer is listening to but may be we ask for something wouldn’t be right 
at the moment. But God grants it when the time is right for us” (HA/ 26 Y. /  Sunni 
Muslim/ Asian British).
It is worthwhile to say that both these participants, who had faith in timing, had 
experienced unexplained infertility and probably as they could not find any reason to 
justify their fertility problem, tried to convince themselves with such thinking: “I t’s just 
not happening, but there is no reason why it’s not happening. I t ’s just taking it’s time” 
(HA/ 26 Y. /  Sunni Muslim/ Asian British).
VII- Religious consciousness
Some of the religious participants in this study emphasized that their knowledge of life’s 
purpose and their awareness of God’s intention of giving both tough and pleasant events, 
helped them to cope with the illness: ‘i f  I  never knew what our purpose o f life is, i f  I  
never read Koran, then I  was in a different status, may be depressed or whatever ” (SR/ 
33 Y. /  Sunni Muslim/ Asian British). The other participant also pointed out that her 
strong religious beliefs have guaranteed her emotional stability: I f  I  was not Muslim, i f  I
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was not believer, strong believer, I  would be crazy” (IM/ 30 Y. /Sunni Muslim/ African). 
Then she cited Koran in which has come: “Some o f them (human beings), we give them 
boys; some o f them we give them girls; some both, girls and boys and some o f them we 
don’t give anything” . She was happy and satisfied with these verses, but still was 
hopeful and thought that God will solve her problem eventually.
VIII- Religious helping
Religious helping is a kind of coping to gain intimacy with others and closeness with God 
in which person attempts to provide spiritual support and comfort to others. Some of the 
participants in this study have been strong believers and tried to offer spiritual support 
and comfort to others through serving in church:
“I  attend once every week for church service, and also involved in a smaller group as 
part o f church, and I  am helping to run a course ” (AH/ 32 Y./ Christian: Church o f 
England/ White British).
One of the participants tried to sympathize with other people in the same situation by 
talking to them, which is seen in her expression:
“I  say to those ladies who are in the same position as I  am “don’t worry”, I  would say 
when the time is right that’s gonna happen, you can’t do anything about it” (HA/26 Y. /  
Sunni Muslim/Asian British).
The other participant endeavoured to express offering help to others as her ideal which 
has been highly recommended by religion: “I t’s according to our religion, Islam that you 
should interact with people. You learn in this way and may be you can help people ”. (S/ 
33 Y. /  Sunni Muslim/ Asian British). Then she pointed out that she is trying to meet this 
purpose: “I  think I  would feel happy i f  I  work in an organization where I  can help 
community” (SR/ 33 Y. / Sunni Muslim/Asian British). This meaning is discussed further 
in this chapter (P. 309).
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IX- Seeking support from clergy and congregation
Looking for support, comfort and care from clergy or the members of their religious 
congregation was one of the religious coping strategies which participants in this study 
employed it to be able to cope with their stressful situation.
"There are times that I  meet with other Christians and we talk and encourage each other, 
or pray together. A lot o f my good friends know and they pray for us” (AH/ 32 Y./ 
Christian: Church o f England/ White British).
Another participant emphasized that the Bible has advised her to seek support from 
clergies;
“In the bible, he says i f  you ’re praying everyday you can let the priest o f your church 
help you to pray as well, so my accountability is looking for the right priest to follow ” 
(EA/ 40 Y./ Christian: Protestant/African).
One of the participants mentioned that she has a strong belief in being prayed in church 
prayer group which according to her is “very comforting” and effective: “people who are 
sick and are prayed for recover better than people who are not prayed for ” (CAJ 38 Y./ 
Christian: Catholic/ White British).
Negative religious coping
Negative religious coping strategies which were applied by the participants in this study 
included demonic reappraisal, spiritual discontent, interpersonal religious discontent and 
spiritual irrelevance.
I- Demonic reappraisal
Demonic reappraisal is a kind of religious coping in which person sees the stressful 
situation as an act of the devil and believes that the devil is responsible for the situation 
and feels that he is trying to turn him away from God. One of the participants mentioned 
it as “Jinn” who influence the capability of women’s fertility and block it: “There is
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something inside the people living with them known as Jinn who blocks everything. Jinn 
is the enemy o f human beings” (IM/ 30 Y. /  Sunni Muslim/ African). The other participant, 
who has been brought up by a Catholic mother but has chosen Protestantism, also 
referred to it: "the devil in your head diverts you from the true purpose ” (NF/ 35 Y./ 
Christian: Protestant/ White British). This meaning was already discussed in this chapter 
(P.205).
II- Spiritual discontent
Spiritual discontent means expressing dissatisfaction with God’s relationship to the 
individual in the stressful situation. People feel angry that God has abandoned them and 
does not answer their prayers. They may question God’s love and care for themselves and 
wonder that God is not there for them: “Occasionally I  complain to God and say O ’ God 
i f  really you are present everywhere why you don't respond me when I  cry and ask 
you?!! ” (SQ/ 24 Y./ Shi ’a Muslim/ Asian). These participants acknowledged this anguish 
as a temporary circumstance that happen and after a while they return to God and 
appreciate Him for all good things in life. Another participant believed that being angry 
with God is a kind of “honesty” and God is the one who encourages His creatures to be 
truthful:
“I  don't think that God minds i f  you are angry with him, because you're being honest and 
I  think He wants honesty and also He wants us to open up our lives to Him (CF/ 60 Y./ 
Christian: Baptist/ White British).
Sewpaul (1999) has likewise pointed out that one of the infertile women in her study 
believed that even at the times of her anger and loss of faith, she felt that God perhaps 
protect over her and her husband. These participants’ views were strongly similar to 
another one who felt that she should not bargain with God and should not pray for a 
child.
Conversely, Whiteford & Gonzalez (1995) argues that one non-religious infertile woman 
who had grown up in a strong Catholic family expressed a great deal of anger at God for 
the unfairness that she felt as a consequence of not being able to conceive. She felt that
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her infertility has deprived her of having a positive sense of identity and self-image.Greil 
et al (1989) in his study found that some participants reported being angry with God and 
its cause was for the reason that they kept praying and praying but never got pregnant. 
Then they asked God’s justice: “if there was a God, how could that happen”. The other 
reason for their anger was their deprivation of having child, whereas other people who 
abused their children had the opportunity to conceive: “why do you give children to these 
people and not to me?” Additionally, some participants in GreiTs study reported passage 
through a stage of bargaining with God (talking with God in such a way: “if you let me 
get pregnant this month, 1 promise that”), but then they realized that it was not the 
solution.
The notion of discontent with God in my study and these studies were the same, but the 
point that most of the participants in my study addressed was the particular nature of 
discontent which was temporary and occasional and just lasted for a short time and then 
participants returned to God and asked for forgiveness.
Ill- Discontent with clergy
Discontent with clergy is a kind of negative religious coping strategy which is shown as 
expressing dissatisfaction and confusion with clergy and what the church wanted the 
person to do or believe. One of the participants, in spite of being a devoted Catholic, 
showed religious discontent in some issues like marriage, contraception and assisted 
reproductive technologies. She rationalized her talk with this statement that: “Pope 
doesn't live in my world. So, you know, he can't” (CA/ 38 Y./ Christian: Catholic/ White 
British). She believed that priests’ views regarding marriage, contraception or assisted 
reproductive technologies all are "man-made not God-made” commands. Regarding 
ART, she pointed out that the clergy’s views will not influence her decision for choosing 
any kind of assisted reproductive technologies. This view had made her careless to find 
out priests’ opinion: “I've never asked and I  don't care really. This is up to me. Their 
(priests) answer wouldn't affect my decision” (CA/ 38 Y./ Christian: Catholic/ White 
British). She also emphasized that she was trying for having a baby through ART is
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something spiritual, not a sin, and for this reason she will act upon her own “inner 
spirit”:
“I f  my faith sees it as a sin, I  don't know, but I  see it more as spiritual I f  my faith says 
absolutely no way, personally I  wouldn't listen. Just say I'm sorry, I  believe in my own 
inner spirit” (CA/ 38 Y./ Christian: Catholic/ White British).
This kind of interpretation shows this participant’s dissatisfaction with clergy and his 
religious authorizations.
IV- Spiritual irrelevance
Belief in spiritual irrelevance is a kind of self-directing religious coping in which person 
seek control directly through individual enterprise instead of getting help from God. They 
try to make sense of the situation without reliance on God and deal with it depending on 
their own strength. One of the non-religious participants in answer to the question 
regarding impact of spiritual beliefs on dealing with life stressors denied the role of 
spirituality and said: ‘7  don’t really think that’s been relevant, I  think I ’ve just coped in 
my own way, the way that I  know is the best” (ZA/ 29 Y./Non-religious/ White British).
In conclusion, in the current study, religious/ spiritual participants mostly employed 
positive religious coping strategies and negative religious coping methods were used 
temporarily. As a whole, it seems that judgment on the effect of these methods is 
difficult. But Boscaglia et al. (2005) in their study investigating the contribution of 
spirituality and spiritual coping to anxiety and depression in women with a recent 
diagnosis of gynaecological cancer found that younger women with more advanced 
disease, who used more negative spiritual coping, had a greater anxiety score and also a 
greater tendency toward depression. Boscalgia et al (2005) argued that using negative 
spiritual coping express a less secure relationship with a higher power and a fragile and 
ominous view of the world. In this context, people translate their spiritual beliefs into 
unhelpful strategies which promote instead of protect from depression and anxiety.
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B- Non-religious coping strategies
Other resources, apart from faith, which infertile women get assistance during 
challenging time to deal with their stressful circumstances, emerged from the data. Non­
religious coping methods in this study included: ignorance, compensation, changing 
lifestyle, self-reliance, gradual adaptation, friendship, seeking medical resources, 
relaxation therapy, and keeping pets.
I-Ignorance
One of the most popular non-religious coping methods that both religious and non­
religious participants used was avoiding of exclusive concentration on fertility problem 
and trying to put it away and changing the mentality from infertility towards some other 
issues and viewing it as just one aspect of life. They presented different reasons for their 
approach. One of the participants referred to her need for having a happy life in a holistic 
way.' “I  need to he hundred percent fit and healthy, mentally, spiritually and emotionally, 
regardless o f whether I  have a child or not, and it’s not such a big deal” (VS/ 33 YJ Non­
religious/ African British). Another participant had the same expression, who tried not to 
see conceiving as the only reason for living in this world: “I'm not attached to this result, 
you know, I  want children but I  don't want to be attached, i f  it doesn't work, it's not the 
only reason o f my life” (NF/ 35 YJ Christian: Protestant/ White British). One of the 
religious participants expressed her fatalistic views and the possibility of not having child 
for the whole life and so trying not to think about: "If it's not meant to be, it's not mean to 
be. So there is always element that’ might not happen but I  don't want to think about 
that” (CAJ 38 YJ Christian: Catholic/ White British).
Infertile women used different tactics to take their attention away from the situation 
including reading, listening to music, going out and not staying at home, making self 
busy and doing multiple jobs.
Some of the participants endeavoured to minimize the significance of the problem in their 
mind: “I  think at the end o f the day I'm not dying, it's just about wanting a child” (NF/ 35 
YJ Christian: Protestant/ White British). Another participant compared herself with
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others and said: “people have to cope with lots o f worst in the world” (CA/ 38 YJ 
Christian: Catholic/ White British). They tried to rationalize her minimization approach, 
i.e. they thought that being involved mentally with this problem in every single moment 
and seeing it as only concern or main concern in their life will affect their psychological 
well-being: "It could lead to disappointment, anxiety and depression; it could lead to 
making me mentally ill which Fm not willing to go down that road” (VS/ 33 YJ Non­
religious/ African British). Some of the participants found it “distractive” when focus on 
infertility too much: “Each time you remember it, it’s destructive from doing anything; 
so this is the part o f coping strategies; learn how to live with it and how to take your 
mind off o f it” (EAJ 40 YJ Christian: Protestant/ African).
II- Compensation
Another coping strategy in this study was participants’ willingness to achieve more 
prosperity and promotion to compensate their inability for conceiving: "I would like to 
get more success in other aspects o f my life which can cover my inability to get children ” 
(NA/ 28 YJ Shi’a Muslim/ Asian). Another participant decided to go to university to 
compensate her failure and be a dynamic and lively person to help other people. One 
Christian participant chose accompanying her husband, “being more available” for him 
and providing a good partnership instead of following infertility treatment and having 
children; because she believed that: "you can be useful in so many other ways, even when 
you don’t have children ” (CF/ 60 YJ Christian: Baptist/ White British).
III- Changing lifestyle
Some of the participants attempted to change their lifestyle to make themselves more 
susceptible for conceiving. One of them tried to change her own and her husband habits 
of drinking and smoking to follow a healthy lifestyle. She also changed her full-time job 
to a part-time one in order to reduce job stress and after this alteration she had the feeling 
of confidence and reassurance to become pregnant. Another participant mentioned that 
firstly she immersed herself in her work to be involved physically and emotionally and be 
away from the reality of her life which is clear in her expression:
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“I  threw myself in my work and my work had become a kind o f diversion in lots o f ways. I  
saw that I  am manically working; work, work, work and then depressed, blocked, don’t 
want to go out” (NF/35 Y./ Christian: Protestant/ White British).
But she then realized that she needs to be receptive and sensitive about her problem and 
trying to find a solution. For this reason she decided to change her work pattern: “then I  
realised I  don't want it to be a diversion, I  want to face with the reality” (NF/ 35 Y./ 
Christian: Protestant/ White British).
IV- Other strategies
Self-reliance was one of the coping strategies that some of the participants adopted it. 
These participants preferred to rely on their own abilities to cope with infertility instead 
of asking help from others. They even avoided getting help from resources like 
counselling or complementary medicine. Gradual adaptation was one of the non-religious 
coping methods which was used by some of the participants. They mentioned that they 
have adapted with the stressful circumstances due to passage of time. Moreover they 
pointed out that they have found more tolerance and became gradually more determined 
as the consequence of struggling with fertility problem. Other non-religious coping 
strategies which were applied by infertile women was seeking friendship, of course only 
with close fi-iends or selected people, mostly friends with similar problem, single friends 
or friends with the same religious orientation. Another strategy which some of the 
participants referred to it as coping strategy was looking for medical resources either as 
medical advice and information or available specialized treatment facilities to know the 
exact reason of infertility and possibility of treatment. Relaxation therapy was another 
non-religious coping method used by some participants: “I ’m trying relaxing, breathing, 
and meditation; just stuff like that gonna make me calm down and be relaxed” (VS/ 33 Y./ 
Non-religious/ African British). Keeping pets at home and caring of them was another 
strategy chosen by infertile women to express their affection and love and also filling the 
gap arisen from infertility at home: “We have two cats who are our children. We dote on 
them; they are our babies, yeah” (CA/38 Y./Christian: Catholic/ White British).fond
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7.3.3.3. Phase 9- Dealing with others
73,3.3.1. Handling relationships
A- Marital relationships
I- Applying moral values
Most of the participants, both religious and non-religious, handled their marital 
relationships satisfactorily and presented their contentment and happiness. Some of the 
participants pointed out that infertility had a positive impact on their relationships which 
resulted couples to be closer to each other: “It made us closer because it’s an issue that 
we both got to work for it and it’s a project both o f us want to care” (CB/ 32 YJ Non­
religious/ White British). They thought that children sometimes are hindrance for couples 
to know each other:
“We could know each other better because we didn’t have children. May be we are close 
because o f that; because we have to depend on each other all the time” (CF/ 60 YJ 
Christian: Baptist/ White British).
Another participant referred to her deep marital relationship which is a reason for not 
wanting child so badly: “May be i f  our relationship was not so good, me or him needed 
somebody else like child to direct our concentration (ED/ 40 YJ Christian: Baptist/ 
European).
It is noteworthy that the quality of relationships somehow was a reflection of the 
husbands’ reaction toward the infertility. Infertile women presented a variety of reasons 
for marital satisfaction included their husband maturity, liberal approach of husband’s 
family which allowed them not to consider having children as a big issue, caring about 
each other’s happiness, loving relationships, husband’s positive personality and not 
viewing infertility as a matter of life or death, husband’s reassuring and supporting 
approach, his openness and willing to discuss and accompany his wife, not making the 
wife pressurize to do everything to have a child and being in touch with her feminine 
side.
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II- Adopting religious values
Among religious infertile women, accepting infertility peacefully was for the reason that 
both wife and husband/ partner saw infertility as God’s will and were persuaded about it: 
“He (her husband) wants us to have children if  God wants us to have children ” (CF/ 60 
YJ Christian: Baptist/ White British). They showed spiritual surrendering based on their 
religious beliefs in confrontation with infertility.
"When he heard that we wouldn’t have that; we just said this is what God wants, so this 
is right and we were very peaceful about it. It never caused a problem, to be honest. I f  it 
is right we want to have child. ” (CF/ 60 Y./ Christian: Baptist/ White British).
These participants elaborated the way that they were dealt with the situation: “We 
adjusted our lives to thinking that we don’t have children, let’s do the other things” (CF/ 
60 YJ Christian: Baptist/ White British). It seems that their peaceful acceptance allowed 
them to have a wise and sensible approach with life and control it smoothly. They 
referred to their marital life as a happy life granted by God to them and pointed out that it 
is madness if they do not appreciate it.
“God has given us a very good marital life, so why we destroy it by our own hands? We 
have a comfortable life. We came to an end that we can’t be away o f each other even a 
day” (ND/ 32 YJ Shi’a Muslim/ Asian).
Dollahite and Lambert (2007) ) in a grounded theory study investigating the impact of 
religion on marital fidelity in Muslims, Christians, and Jewish, likewise pointed out that 
several couples reported that the hand of God was what brought them together and they 
consider it as divine blessing. They also described that religious involvement helped 
several couples better control their anger and resolve their issues in a calm and peaceful 
manner.
Husbands’ positive and optimistic approach arisen from their religiosity was another 
reason for relationship adjustment within the religious participants. One of the
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participants referred to his husband’s calmness and optimism: "He is always been very 
calm and very helpful actually. She believed that the cause of his calmness is his religious 
beliefs: "When I  ask how he is dealing with, he just trusts God” (AH/ 32 Y./ Christian: 
Church o f England/ White British). Husband’s belief in predetermined time for 
happening everything in life including being blessed by having children was another 
reason that husbands were convinced with infertility.
“He says Enshaallah (hopefully), whenever God wants God will give us the child, 
whenever the time is right, God will give us”. No matter what we do and how many 
fertility clinics we go to. He is much stronger than I  am ” (HAJ 26 Y. /  Sunni Muslim/ 
Asian British).
Offering spiritual sympathy and compassion by husbands and reassuring the wives 
through directing her attention toward God was the other reason for happy marital 
relationships.
“When I  do get upset and think negatively my husband tries to make me calm and says 
don’t worry about it. It is not your fault or my fault. It is just in God’s hand, so don’t 
worry about that. That makes me feel better” (HAJ 26 Y. /Sunni Muslim/ Asian British).
These findings show the impact of religion on couples’ patience and endurance. Marsh & 
Dallos (2000), in their grounded theory study about effect of religious beliefs and 
practices on catholic couples’ management of anger and conflict, found that religious 
practices can increase “space”, both intrapersonally and interpersonally. They also 
reported that religion promotes marital fidelity in different ways including sanctifying 
marriage by giving it a sacred and spiritual character, fortifying marital commitment, 
strengthening couples’ moral value and improving spouses’ relationship with God.
The findings of this study also revealed that husbands tried to make their wives calm 
through giving religious advice and highlighting difficulties that religious leaders like 
prophets faced and still had patience and have been thankful of God.
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“I  think the best counselling I ’ve been given is my husband, because he’s been very 
strong believer and always been there for me. As a religious person, he talks me a lot 
about how previously Islam has been and hardship been with prophet” (HAJ 26 Y. /  Sunni 
Muslim/ Asian British). Dollahite and Lambert (2007) similarly, mentioned that many of 
the couples discussed about a spiritual role model such as Jesus Christ or Mohammad 
(peace upon him), who personified virtues that they tried to follow. Religion motivated 
these couples for self-improvement and encouraged them to cultivate their interpersonal 
faithful relationship. Mahoney et al. (2001), in their meta-analysis of the religion and 
family literature over the past two decades, found that there is a positive relationship 
between religiosity and marital commitment, marital satisfaction and functioning, marital 
stability and lower rate of domestic violence (Mahoney et al. 2001). Dollahite and 
Lambert (2007) in their study reported that couples’ religious involvement helped them to 
enhance their “interpersonal virtue”. Interpersonal virtue means desirable character traits 
which are conductive to a healthy and well relationship like having unconditional love, 
humility and unselfishness, which are enormously beneficial to the marital relationship. 
The findings in my study are congruent with these studies which support the role of 
religion/ spirituality as a mediating factor in adjusting marital relationships.
A few of the religious participants mentioned that despite having a loving relationship 
they were frightened of their marital life being threatened after a passage of time.
“I  don’t like to lose my marital life due to infertility at all, because I  really love my 
husband. I  am not happy that my husband gets married to somebody else. I  am not 
satisfied with it. I  don’t know what I  should do. I  should expect and see what will happen 
to me” (SQ/ 24 YJ Shi’a Muslim/ Asian).
Although they tried to overcome this emotional distress by prayer: “always when I  do my 
prayer I  ask God please do not accept that we get split up just for a baby, because we 
have a very happy marital life” (SQ/ 24 YJ Shi’a Muslim/ Asian).
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Few participants discussed about having the occasional dispute with their husband, but 
one of them said that she is the one who usually starts the argument and blames her 
husband for “producing nothing”. When she was asked that if eventually her husband is 
recognized as infertile, what her reaction will be? She answered with doubt and turned to 
her religious belief which is not in favour of divorce at all:
“I  don’t know what I  will do. It’s not easy to be divorced from a man who you are living 
with for a long time. In our religion there is not good view for that, because you have to 
be patient” (IM/ 30 Y. /  Sunni Muslim/ African).
Mahoney et al., 2001 also found that the divorce rate for highly religious couples from 
more traditional faith communities like Muslims and Orthodox Jewish is significantly 
lower. Their meta-analysis showed that this is not simply a function of negative attitudes 
about divorce being held by more religious people. Instead greater personal religiosity is 
positively related to greater marital satisfaction.
One participant in my study complained of the traditional way of relationships which is 
associated with a male-dominance approach at home. She said the reflections of this 
approach was that her husband never talked about divorce, because he was responsible 
for infertility: “My husband is very masculine, so he’s never ever discussed about divorce 
(MK/ 40 Y./ Shi’a Muslim/ Asian). But she believed that according to her religion in 
which divorce is not recommended, she is not going to divorce from her husband just for 
having a baby.
“He is very masculine. We’re just living together, but not too happy and I ’ve just 
tolerated it for a long time and I  didn’t like to divorce and marry to somebody else, 
because o f my religious teachings. I  personally didn’t like to remarry just for a baby” 
(MK/ 40 Y./Shi ’a Muslim/ Asian).
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It seems to me that this kind of treating women in traditional societies is more related to 
cultural construction instead of religious beliefs; because as I know, all religions 
encourage compassion, benevolence and humanity particularly in approaching women.
B- Sexual relationships
Sexual relationships as part of marital life were similarly managed by religious and non­
religious participants. They discussed issues related to the quality of sexual relationships 
and also accompanied emotions which they had experienced.
I- Quality of sexual relationships
Most of the participants commented that the quality of their sexual relationships had not 
been affected by infertility. They said that they try to have sex just for love and making it 
as joy and fun and not a routine task or something to do just to have a child: we just do it 
for love, we don’t too much put it in our mind that we do it to have a baby ’ (SR/ 33 Y. /  
Sunni Muslim/ Asian British)). Some of the participants were not happy with scheduled 
sex that infertility investigations and treatments imposed them which they viewed it as 
mechanical and time-dependent, not loving relationships.
“You have a lot ofpressure in your sexual life, it becomes quite mechanical and you say, 
you know, this is the time, this is the day, come on and that’s not right, also it's awful and 
the last thing you want to do ” (CA/ 38 Y./ Christian: Catholic/ White British).
In this regard, one of the religious participants referred to God’s contribution and God’s 
will and emphasized that His willing is the most important point and she tries to trust God 
instead of the scheduled sex. It seems that her reliance on God has affected other aspects 
of her life.
Few participants experienced sexual dissatisfaction. One of the participants experienced 
sexual abstinence and lack of libido, because she thought that there is no outcome 
following their sexual relationships. One participant having this idea that more sexual 
relationships will be led to more chance of conceiving was upset about herself being
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promiscuous. She was desperately seeking maternal identity and has had several 
boyfriends and all had abandoned her because she was unable to conceive due to 
premature menopause.
II- Accompanying emotions
Infertile women that I interviewed in this study experienced emotions such as guilt, self­
blame, disappointment and worry in relation to their sexual relationships. Some of the 
participants had a feeling of guilt due to their husband’s love for having children and 
their inability to grant their wish: “/  think deep down he would really really love a kid, a 
child. He hasn’t got any other children, so I  start to be guiltier in a sense ” (V/ 33 Y./ 
Non-religious/ African British/ spiritual). One of the participants sometimes also blamed 
her husband as she thought her husband is responsible for infertility: “Sometimes I  blame 
him and say may be you are the one who cause the infertility, because you are not 
producing anything (IM/ 30 Y. /  Sunni Muslim/ African). One participant elaborated her 
excitement when she started to try to conceive after coming off the contraceptive pill. 
They expected pregnancy and they thought it would happen straightaway. But thereafter 
they became a little disappointed and their relationships became less-excited, however, 
they tried no to put themselves in strain and maintain their relationships normal: “We just 
get on with it without putting pressure on ourselves, it sounds that thing’s happening 
normally” (AH/ 32 Y./ Christian: Church o f England/ White British). Another participant 
was concerned about doing sex in an appropriate manner. Her husband’s impression 
regarding presence a hindrance for his sexual contact is seen in the following metaphor: 
^'Sometimes he really tells me that when I  do intercourse, you know I  feel there is a wall 
in front o f me ” (SR/ 33 Y. /Sunni Muslim/ Asian British).
These findings show that infertile women, either religious or non-religious, experience 
some emotional strains which is related to their concerns to have a suitable sexual 
relationship which guarantees their success to conceive.
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733,3,2, Struggling with social implications 
A- Motherhood
Considering the centrality of parenthood and particularly motherhood in most of the 
societies either contemporary or traditional, infertility is deemed a failure to fulfil a social 
norm. This notion was obvious in participants’ views on motherhood. Motherhood in this 
study was acknowledged in many ways by religious and non-religious participants. Both 
groups presented common views on motherhood and interpreted it as a holistic role, a 
major job, empowerment, a natural instinct and biological desire, a proof of love and 
marital relationship, and a social fulfilment. The rationale for presenting all these issues 
was the notion of equality of womanhood and motherhood in the majority of societies, 
irrespective of the philosophy that underpins it, which might be different in secular and 
religious societies.
Some views on motherhood were unique from a religious point of view and presented 
positively like understanding motherhood as a sacred meaning which has been 
encouraged by faith and also viewing motherhood as God’s gift. Considering women as 
subject of reproduction in religious texts was another negative religious interpretation. 
Theses perspectives will be further discussed below.
Some of the religious participants recognized motherhood as a religious value which has 
been encouraged by faith. They stated that their view has been affected by their religious 
teachings: suppose my view on motherhood is shaped by my faith ” (AH/ 32 YJ
Christian: Church o f England/ White British). In other words, they gave a spiritual 
meaning to motherhood and this shows that they tried to carry their beliefs to whole area 
of life. They also viewed motherhood as something “very sacred”, “being in touch with 
the natural state of things”, “very respectful honour” and being considered as the “best 
women”. They emphasized that this is the only reason for attempting to be a mother: “In 
my faith, they say the best woman is the one who is childbearing. So it makes me more 
eager, and that’s why I  want to be part o f that really” (HA/ 26 Y. /  Sunni Muslim/ Asian 
British, Natasha F/ Christian/ Protestant). One of the participants citing her holy book 
said: '^when we read the Koran it tells us that heaven lies beneath the feet o f the mothers
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and after God the most respectful people, some one you have to respect, are your 
parents” (HA/ 26 Y. /  Sunni Muslim/ Asian British). Other participants emphasized the 
church encouragement and attention to parenthood: ‘7  think the church values parents 
and motherhood very highly” (AH/ 32 Y /  Christian: Church o f England/ White British) 
and pointed out that, from religious scholars’ point of view, procreation is the rationale 
for marriage.
Some other religious participants saw motherhood as God’s gift. Some of those viewed it 
as gift, anyway, if they have children or they have not: “it’s gift i f  God gives that and if  
God takes it away, both are gifts ” (CF/ 60 Y./ Christian: Baptist/ White British). But 
others thought that they have been deprived from God’s blessing and have a sense of 
missing something spiritual: “The children are God’s gift; this is the thing that Eve 
missed” (IM/ 30 Y. / Sunni Muslim/ African).
One participant pointed out that although Islam honours motherhood it does not mean 
that infertile women are isolated and rejected religiously, as they have no contribution in 
their problem and it is God who has created them in such a way. She believed that this is 
the reason for her adherence to religion: ^'It’s not in our hand, so I  feel more adherent, 
being a Muslim, towards my religion” (HA/26 Y. /Sunni Muslim/Asian British).
A negative perception regarding the insistence of religious texts on viewing women as 
the subject of reproduction and multiplying was presented by one of the non-religious 
participants: “Woman is placed here to give birth. I t ’s been said in most religious texts” 
(VS/ 33 Y./Non-religious/ African British). This participant tried not to pay attention to 
these teachings of religions." “I ’m quite wise that I  see beyond that” and it is interesting 
that she interpreted it as a wise approach.
These whole various interpretations of motherhood were rooted in participants’ 
upbringing in pronatalist societies in which motherhood is considered a social norm and 
is something like “fixed in their mind” and as a consequence being unable to fulfil this 
social norm is considered something atypical and abnormal. For this reason, infertile
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women faced to some sort of negative social consequences which affect their experience 
of infertility. They commonly suffered from social implications of infertility such as 
gender-related vulnerability, stigmatization, social pressure, social isolation, and cultural 
stereotypes.
B- Gender-related vulnerability
Feeling of vulnerability was the same in the majority of infertile women. It was similar in 
both religious and non-religious participants. Thinking to be more vulnerable was 
because of that they think it is their body which has undergone intrusive and invasive 
investigations: “it’s not directly his body that’s being investigated and probed” (AH/ 32 
YJ Christian: Church o f England/ White British). Gender-specific nature of infertility 
investigations and treatments as a cause of women’s vulnerability was expressed by these 
participant: “I  think they’ve just to have one test to do, whereas we’ve got many countless 
procedures to find out what’s going wrong with us ” (VS/ 33 YJ Non-religious/ African 
British). They also emphasized on both physical and emotional vulnerability of women: 
“I ’m going to all procedures and all emotional roller-coaster that IVF entails” (VS/ 33 
YJ Non-religious/ African British). One participant was happy of being responsible for 
infertility because she thought that it is very unlikely that her marital life to be threaten in 
this way:
“Thanks God that I ’ve got fertility problem, otherwise my husband did convince me to 
divorce, but I  really love him and I  do like to live with him even without a child” (SQ/ 24 
YJ Shi ’a Muslim/Asian).
Participants whose husbands had reproductive impairment also experienced some kind of 
vulnerability. These women had a feeling of inferiority and guilt. For this reason, they 
hold themselves responsible before their husbands’ infertility being diagnosed: “When I  
got married and was not able to have a child I  thought that there is something wrong 
with me” (ND/ 32 YJ Shi’a Muslim/ Asian). Also they wished to have fertility problem 
themselves, as they thought that in this circumstance their husbands will have a better 
emotional well-being: “I  wish I  had fertility problem because i f  it was so, my husband
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didn Y get upset and depressed” (ND/ 32 YJ Shi ’a Muslim/ Asian). Taking this point into 
account, they were more anxious about their husbands’ well-being and tended to protect 
them. They utilized strategies to keep them less vulnerable, for instance not opening the 
subject or hiding their real emotions in order to keep them hopeful which was discussed 
in the stage of disclosure (P. 227). In addition, they endeavoured to relinquish from their 
feminine right, i.e., not having children and being a good wife instead of being a mother: 
“I ’m happy to accept that I  should or might not have child, you know, and I  wanted to be 
good and more available for my husband” (CF/ 60 YJ Christian: Baptist/ White British). 
Another issue which made these women more vulnerable was the way that their in-laws 
treated them. They did not believe that their daughter-in-law has no problem and their 
son/ brother can be responsible for infertility.
Husband’s masculinity and not to pay attention to wives’ expectation, particularly when 
wives needed their husband’s sympathy and compassion, was another source of 
vulnerability. They felt that at the same time that their husbands are very supportive but 
they show their masculinity and are proud of their reproductive integrity: “He is very 
male and he says yes. I'm OK, oh it’s great” (NF/ 35 YJ Christian: Protestant/ White 
British). They liked to have their husbands’ concern and understanding particularly when 
they had emotional breakdown but the husbands did not pay attention to their 
expectation: “when I ’m down, he is male about it, just says don’t worry! I  want him to be 
involved a bit in the upset o f it, you know! ” (NF/ 35 YJ Christian: Protestant/ White 
British). Presumably, this kind of husbands’ behaviour is due to difference in gender, 
because males and females deal differently with the issues that they confront with, 
however, as one of the participants mentioned: “it does pressure ”.
Some of the participants presented their discomfort from being pressurized by the 
society. They expressed various sources of pressure including relatives’ interference, 
either from their own or their husband’s side; being frequently asked about the process of 
treatment and test results in every social gathering or daily communication; being 
embarrassed from getting “stupid advice” from people who were not expert. Being 
pressurized by the relatives was seen following the opening of the subject in the familial
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challenges or conflicts. Participants felt that the integrity of their marital life will be 
threatened: “They don't let us to make our own decision and continue our life as we like ” 
(SQ/24 Y./Shi ’a Muslim/Asian).
Also they had the concern that their relatives’ view would be imposed on their treatment 
plan: “we have just attended this clinic with their insistence ” (Soqra/ Muslim/ Shia). 
Sometimes they pointed out the emotional pressure as well as grief that they had got from 
their husband’s relatives which did not help them to conceive: “The doctors said me if  
you are not mentally stable with yourself you cannot have a baby” (HA/ 26 Y. /  Sunni 
Muslim/ Asian British).
Being frequently asked about the process of treatment was another source of pressure. 
Different participants interpreted it as a kind of distraction, interruption of their privacy, 
something annoying, and hurtful. One of the participants was very eager to know the final 
view of doctors regarding her ability for conceiving, because she thought that: “I f  people 
know that we are not able to have child at all, they don't ask me anymore and I  get relief’ 
(SQ/ 24 Y /  Shi ’a Muslim/ Asian). The other participant showed her unwillingness of 
being asked about her fertility problem with this statement: “I  don’t want they ask more 
and more silly questions, we don’t go to big debate about it” (CA/ 38 Y./ Christian: 
Catholic/ White British). They were also embarrassed from getting “stupid advice ” from 
people who did not know anything about fertility treatment: “One person tells me be 
relaxed or don't have soya, don't drink cojfee, etc” (CA/38 Y./ Christian: Catholic/ White 
British). These participants when faced these questions refused to answer: “sometimes I  
just say no”. Sometimes they gave a defensive answer: “We're probably better without 
children, it's a terrible world with children into someway” (CA/ 38 Y./ Christian: 
Catholic/ White British) and sometimes gave a riposte such as: “We’re so happy and we 
don't want anything to change ” or “God doesn ’t want us to have children ”. Their reason 
for such behaviour was stopping people from questioning. They expressed her feeling to 
their questions as “being bothered and annoyed”. Although they endeavoured to be quiet 
and not to respond them back but sometimes could not tolerate more and gave them 
“sharp answers ”.
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C- Social isolation
Social isolation was another social issue that infertile women, either religious or non­
religious somehow discussed it. It was mostly presented as feeling of loneliness: “I ’m the 
only one in the family who has no baby. So certain times I  do feel being left out” (HA/ 26 
Y. /  Sunni Muslim/ Asian British) and also not being understood: “I'm not sure she (my 
friend) really understands what I'm going through; she’s never been able to empathize ” 
(CB/ 32 Y /  Non-religious/ White British). This lack of comprehension may be rooted in 
cultural beliefs: “they find it very strange to understand this sort o f things’ because it is 
very common in the culture that I  belong to”, not experiencing infertility: “they pretend 
that they understand but i f  you don’t experience a problem you don’t understand how the 
people fee l”, and not appreciating that it is not women’s fault: “they don’t understand 
that this is something that you cannot do something about it” (EAJ 40 Y./ Christian: 
Protestant/ African). Even one participant whose husband was responsible for infertility, 
regarding her husband’s feeling of isolation mentioned that he was reluctant to attend any 
funerals or wedding ceremonies or other events because most of the people knew that he 
was responsible for infertility.
Some participants expressed that they have a small circle of friends and intended to have 
communication with only few close friends: “I ’m not somebody with a wide circle o f 
friends; I  find it hard to chat to people; full stop really” (VS/ 33 Y./ Non-religious/ 
African British). One of the participants said that she has three kinds of friends: singles 
which according to her: “that’s strange, because I  can’t talk about married life with these 
women”; married couples with children who, as she believes: “they can’t possibly 
understand me and I  can't understand their life”, and married couples without children, 
who as she believes: “will get kids soon actually” (NF/ 35 Y./ Christian: Protestant/ 
White British).
Various participants presented different reasons for having limited friendship. Some 
mentioned that this will happen naturally, because families with children have lots of 
similarities and common issues which provide more interrelationships between them:
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“because we don Y have children we don Y mix with so many people all the time ” (CF/ 60 
YJ Christian: Baptist/ White British).
People’s insensitivity and inattentiveness was another reason emphasized by other 
participant: “I  feel that i f  it was me and I  knew someone was having some problems, I'd 
be more sensitive and I  think people sometimes aren't sensitive” (Catherine/ Christain/ 
Catholic). One participant referred to not being contented meeting people: “I ’m not 
comfortable when I  am with people, so I  try to communicate less ” (SQ/ 24 YJ Shi ’a 
Muslim/Asian). She also said that her fertility problem has been resulted in getting more 
sensitive and emotional, so having communication with fertile relatives is annoying for 
her.
These participants also pointed out how not having opportunity to establish a deep and 
wide friendship pressurized them and resulted in inevitable outcome of spoiled social 
identity, particularly women who were sociable “that puts the pressure, because you 
don't have a kind o f social life that you had, it’s natural that you change” (NF/ 35 YJ 
Christian: Protestant/ White British).
D- Approaching cultural stereotypes
I- Being inevitably defined as mother
Sewpaul (1999) believed that cultural stereotypes and beliefs resulted in self-blame and 
carrying huge burdens of guilt and grief. Based on a cultural construction of gender, 
women are inevitably defined as mothers. This conception is nearly the same in most of 
the societies but is more prominent in traditional societies in which religious values are 
mixed up with cultural norms. For this reason, infertile women particularly in these 
societies stereotyped as desperate and deviant people from life’s natural course. Some of 
the participants expressed that they felt pressure because of social expectation of the 
womanhood and motherhood:
“In our society a woman is only successful when she’s actually got a baby, everybody 
just think o f children. We don Y live for our own enjoyment, we just live for children, to
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conceive, to give birth, to take care o f children and that’s all” (MK/ 40 YJ Shi’a Muslim/ 
Asian).
One Iranian participant referring to western societies indicated that they have been sorted 
out the problem of infertility; “either they adopt a child or accept that they can live 
childless” (MK/ 40 YJ Shi’a Muslim/ Asian).
Considering women as subject of reproduction and knowing women as the inevitable 
cause of infertility, even if the husband had fertility impairment, was one way of 
stereotyping of the participants in this study. For this reason, infertile women suffered 
from disbelief of their in-laws about their son’s/ brother’s inability to conceive: “my 
mother-in-law doesn’t accept that her son has got fertility problem even if  I  show the test 
results to her, she doesn’t change her mind at all” (ND/ 32 YJ Shi’a Muslim/ Asian). 
Even when they realized the reality, nevertheless they tried to ignore it through not 
opening the subject: “When my in-laws understood that my husband is responsible, they 
tried not to open the subject at all, they just ignore it” (MKJ 40 YJ Shi’a Muslim/ Asian). 
They also expressed their common cultural beliefs that wife is the one who is recognized 
as spouse with impairment: “They always think that there is something wrong with you, 
while that’s not gonna be the problem or the point” (HAJ 26 Y. /  Sunni Muslim/ Asian 
British).
II- Media stereotyping
Some infertile women presented this idea that media somehow exaggerate this 
stereotyping, judging infertile women who postpone their pregnancy because of 
adherence to their careers and then get help from assisted reproductive technologies to 
conceive: “Society in general puts pressure on females with regards to having children 
really; it would be influx o f messages from the media’ (VS/ 33 YJ Non-religious/ African 
British). These participants viewed it as a kind of unfairness: “I  think it's really unfair, 
the media, the way they talk about women who have IVF, you know, who say they chose 
their career”. They asserted that if a woman has to have IVF in an older age it does not
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necessarily mean that she has been involved with her career and neglected the issue of 
motherhood. But it is a normal social process which may happen for everybody.
“You don't choose anything, you get the age and then you want to establish the 
relationship and then you think about it and you might have a problem with fertility; so 
you want IVF” (NF/35 YJ Christian: Protestant/ White British).
Then they concluded that they are not capable to resolve the problem; “as a woman you 
can't help processing this, even if  you do want to”, because being undergone time- 
consuming infertility investigations and procedures is not a process that could be 
shortened or rushed.
Ill- Being jeopardized from approaching other’s children
The other cultural stereotype was misunderstanding of the people who imagined that 
approaching children can emotionally jeopardize infertile women. For this reason, they 
try not to bring children around, but many of the participants pointed out that it is not the 
truth and they love children and enjoy being with them.
“I  find it difficult, because a lot o f people around me think that it hurts me a lot, so they 
won’t talk about it or they don’t bring their children around. They ’re a bit nervous, but it 
is no problem to me, other people actually make it a problem” (CF/ 60 YJ Christian: 
Baptist/ White British).
One of these participants thought that might be she is not a usual person because 
naturally she should be hurt: “I  was telling one friend this week and she was quite 
worried and she thought I ’m really hurt and I ’m not, I ’m unusual” (CF/ 60 YJ Christian: 
Baptist/ White British). Apparently, the reason for feeling of being unusual is the 
magnitude of this kind of stereotyping and confronting it frequently in the society.
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7.3.3,33, Managing social issues 
A- Attending religious services
Social issues of infertility somehow were similar for both religious and non-religious 
groups. But handling social implications of infertility was different in the two groups. 
Religious participants having sacred meaning of infertility and viewing it as a God’s will, 
God’s test or a God-given phenomenon tried to be patient, appreciated and gratified with 
“God’s gift”. In other words, theses participants taking religious value of socialization 
into account found a good motivation to search friendship, support and reassurance 
through love and care of the congregation members. They thought that communication 
with public will make them delighted and content. Hence, they usually attended religious 
services in which they had an active communication with other people from the same 
faith. Shared religious activities resulted in intimacy and closeness to others which help 
infertile women not to feel lonely and isolated. They felt that their attendance in religious 
places like church or mosque had a supportive impact on their emotion. They had a 
feeling of fortune “I'm very fortunate. I  have a lot o f support, a wide group o f friends 
who share the same faith (AH/ 32 Y./ Christian: Church o f England/ White British). Some 
of them enjoyed attending religious services in order to remembering God in accompany 
with others. It gave them a feeling of happiness and joy: “I  feel good when I  sit with 
people where they talk about Allah, they remember Allah. I  feel very happy, so, I  mean, I  
really enjoy” (SR/ 33 Y. /  Sunni Muslim/ Asian British).
Lodi-Smith and Robarts (2007) in their study about relationship of personality traits to 
investment in work, family and religion argued that religious investment is manifested 
through the frequency of attendance at organized religious services and the frequency of 
involvement in personal religious practices. Yangarber-Hicks (2004) argues that in 
contrast to commonly held stereotype that that view religious service attendance as 
passive coping strategy, these activities are associated with a higher sense of personal 
empowerment and greater adherence to various components of recovery. Pieper (2004) 
also in studying religious coping in highly religious psychiatric inpatients in the 
Netherlands found that almost all of the respondents had a religious socialization. In other
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word, they were member of a religious congregation and were involved in private and 
public religious activities on a regular basis.
B- Getting religious support
In addition to friends’ religious support, religious participants usually received religious 
support from their relatives which was very promising and encouraging for them to have 
a good deal with herself in their stressful journey. This support was given in different 
ways including providing hope: “They all have been very supportive, from both sides, 
because we as Christians leave things to God to see what happen” (EA/40 YJ Christian: 
Protestant/ African)', being prayed “They keep praying for us” or receiving religious 
advice: “My mother advises me to trust God as much as possible ” (HA/ 26 Y. /  Sunni 
Muslim/ Asian British). Only one of the participants complained and criticized her mother 
in-law and said that despite of being religiously committed, she is not supportive: “I f  she 
is still religious she should know that it’s not a human defect, it’s from God (HAJ 26 Y. /  
Sunni Muslim/ Asian British).
Marks et al. (2005) found that religious people have quantitatively and qualitatively 
superior social support network via their church family. Boscaglia et al. ( 2005:759 citing 
Kim and Seidlitz 2002) have argued that spiritual practices can foster the development of 
supportive social networks and hence promote health behaviours and reduce negative 
emotions. Krause (2002) exploring church-based social support and health in old age 
argued that consistent with classic views on the social underpinnings of religion, people 
who attend church more often will report that their congregations are more cohesive and 
more likely provide more spiritual and emotional support to the people who worship 
there. Krause also believed that people who receive more church-based support tend to 
develop a closer relationship with God and this connectedness with God help people to be 
optimistic and as a consequence enjoy better health.
C- Offering religious support to others
Infertile women’s belief in religious socialization encouraged them to find an opportunity 
to serve community and to offer support to others to gain intimacy. They believed in
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prioritization of people’s needs instead of their own needs. Having this perspective, they 
tried to contribute in serving religious services to help other people. They conducted 
social religious activities like running religious courses in the church, going to house 
support groups or work in religious (radio) channels. This kind of social engagements 
shows the importance of providing support for public from the perspective of religious 
participants. As a result, infertile women felt that they can be productive and not 
abandoned or left out and this improved their emotional well-being: “I  think I  would feel 
happy if  I  work in an organization where I  can help people ” (SR/ 33 Y. /  Sunni Muslim/ 
Asian British).
Houston and Cartwright (2007) in their study on “spirituality and public service”, found 
that public service implicitly is attractive for people who are inclined to address a need to 
fulfil a higher purpose, to meet their own needs through serving others, and to grow as 
individual through the process. They argued that belief in the notion of transcendence, 
love and compassion for others, and the experience of interconnectedness and life 
meaning are greater for those people in the public services.
Marks et al. (2005:467 citing Mattis 2005) indicated that researchers should move 
beyond thinking of religion and spirituality as individual-level phenomenon and should 
try to understand the ways in which religion and spirituality emerge within individuals’ 
social ecologies. The findings of this study support the role of social religiosity and the 
way that it can affect social well-being of infertile women.
7,3.33,4, Expectations from health professionals
Infertile women in addition to their husband’s /partners, friends and family discussed 
abut their experiences with and expectation from health professionals. The expectations 
from health professionals were nearly similar in both religious and non-religious 
participants. They expected “honesty, clarity, compassion, sympathy and “coming from 
the place of loving and caring”. Religious participants criticized health professionals for 
not doing rituals and not taking spirituality into account in their practice. They liked 
health professionals who address religious issues while they were doing the procedures.
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For instance, they liked their embryo to be transferred remembering God to make the 
process spiritual. They thought that it will affect the spiritual development of the baby.
“I  like my embryo to be transferred with the name o f God. In the first two years o f our 
marriage whenever we wanted to have sex for having a child we did pray first, because 
we liked to make it spiritual; I  think it will affect the spiritual development o f the baby” 
(ND/ 32 Y./Shi’a Muslim/ Asian).
They justified their prospect discussing other effects of doctors’ religiousness and pointed 
out that establishing religious issues in doctor-patient relationships will give the patient 
hope and satisfaction.
“Religious doctors understand the presence o f God when they ’re doing the procedures 
and I  really like my doctor consider religious issues. When my doctor says that I  hope 
God bless you by giving a child, it gives me hope and pleasure; sometimes I  remember 
God in the beginning o f each procedure, but i f  they also do it, definitely it would be 
helpful” (ND/ 32 Y./Shi’a Muslim/Asian).
One of the Christian participants commented that it would be encouraging, positive and 
good experience if doctors believe in faith.
“It would be encouraging for me to know that the doctor is Christian or somebody from 
other faiths. There is an understanding o f that dimension in my life. I  think it would be 
positive. It would be a good experience. I  don’t know if  it would change things that much 
but it would be encouraging” (AH/ 32 Y./ Christian: Church o f England/ White British).
This participant believed that although it is encouraging but it is not something 
“necessary"': “It would be certain amount ofpeace, certain amount o f understanding but 
I  don’t think it’s necessary” (AH/ 32 Y./ Christian: Church o f England/ White British). 
She believed that God has the absolute power and He is the one who determine the 
efficacy of treatment:
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“whoever God puts to operate on me, God is the one who looks after me, even if  you are 
going to be operated by an agnostic then God is bigger than that” (AH/ 32 YJ Christian: 
Church o f England/ White British).
At the same time, she criticized the current situation in the non-religious societies for 
having difficulty to choose believer doctors.
“In this country (UK) because the number o f proper believing Christians and proper 
believing Muslims are low compared to the rest o f societies I  never had the liberty to 
choose to have a doctor with obvious faith ” (AH/ 32 YJ Christian: Church o f England/ 
White British).
Some participants believed that doing rituals by their doctors or nurses gives them peace.
“When a doctor is doing ultrasound for me and then when it starts says: “In the name o f 
God”, it gives me a lot o f peace and calmness; or when a nurse who knows the purpose 
o f my injection says me that I  hope God bless you to have a baby, it’s very encouraging” 
(MK/ 40 Y./Shi ’a Muslim/ Asian).
One of the participants elaborated that reciting the prayer with nurse assistant gave her 
calm and relief in her previous lUI.
“The nurse assistant who was beside me held my hand and said to me be relaxed, don’t 
panic and so on. Also she taught me a prayer and I  recited it and became absolutely 
calm. She tried to talk to me during the procedure to direct my attention towards other 
things. It was very helpful. It gave me peace and relief (NA/ 28 YJ Shi ’a Muslim/ Asian).
She also pointed out that it will have a long-term effect:
“My previous lUI was carried out by a religious doctor and I  was very calm. I  was very 
keen that my IVF was conducted by the same gynaecologist; although my lUI was not 
successful but it had a positive effect on me. I  have a good and pleasant memory o f the 
procedure (NA/ 28 Y./Shi ’a Muslim/ Asian).
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Eck (2002:268) cites Quackenbos et al. (1985) who reported that 78% of clients feel that 
religious values should be discussed in counselling. Worthington et al. (1988) also argued 
that clients who identified themselves religious, preferred that religious themes to be 
discussed in their counselling.
Some participants similarly referred to emotional support that they need in IVF units, 
particularly in the phase of embryo transfer.
“It was an emotional moment when I  had my third treatment, I  was in an emotion, I  was 
crying having my embryo putting in and nurses didn’t know what to say and I  wanted 
somebody to just say, you know, it would be OK; and still they didn Y know what to do 
with me and I  had to get up and try all over again. It was just a mess. I  think that you are 
not just numbers and saying next, next, next, here we go, drink your water, bye bye, good 
luck. I  really think it should be some kind o f support network” (NT/ 34 Y./ Christian: 
Catholic/ Mixed: South African).
They also emphasized on IVF clinics as particular treatment settings which are not 
comparable with other settings. They believed that IVF clinics are creating babies and 
dealing with people’s life.
“When Fm coming for scan or blood test I ’m not coming to a dentist. I  think you’re 
dealing with somebody’s life and having baby is such an important part o f living. I  think 
when I  come to the clinic I  would like people be warmer and more sympathetic. I ’m not 
expecting somebody hold my hand and say everything is gonna be fine; but I  expect them 
to be understanding, you know, and just not as a normal hospital and IVF clinics are 
creating babies and making your life, what you want to be eventually” (NT/ 34 Y./ 
Christian: Catholic/ Mixed: South African).
In relation to address religious issues in counselling, one of the Christian participants 
indicated her hesitance for choosing either somebody who is expert in infertility or
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somebody who is a believer, but her preference in both cases was having the opportunity 
to talk about God, because she believed that “life doesn’t make sense without God”.
“I  don’t know i f  I  would choose somebody who’s got experience in infertility or whether I  
choose somebody who is a Christian; because it could be helpful to talk to somebody who 
is an infertility expert but not a believer. The counsellors often help; but in my 
experience, I  want to talk about the God, bring God in, because life doesn’t mean to me, 
life doesn’t make sense without God” (AH/ 32 Y./ Christian: Church o f England/ White 
British).
7.3.3A. Conclusion
Infertile women after disclosing their illness looked for a resolution. In this journey they 
needed, in addition to adopting strategies to manage their illness, to manage their “self’ 
and also “others”.
In terms of managing illness, infertile women, either religious or non-religious, presented 
various healing beliefs including beliefs in 1) complementary and psychological therapies 
2) religious and spiritual healing and 3) advanced technologies which assist reproduction 
such as IVF, DI, and lUI. Regarding complementary and psychological therapies, 
different sorts of alternative medicine like herbal medicine, homeopathy, meditation, 
counselling, relaxation therapy and acupuncture were used by both religious and non­
religious participants. Religious healing beliefs which were presented by the religious 
participants in this study included: reliance on God’s will and trusting Him as the main 
contributor in the process of healing, belief in praying as a promoting factor to be healed, 
belief in miracles, belief in doctors as God’s mediators and not the main people who 
treat, belief in spiritual healers and also belief in healing effects of medical procedures, 
medicines and herbs only with God insight into it. In relation to assisted reproductive 
technologies all participants, either religious or non-religious, explored medical expertise, 
to resolve their fertility problem. But religious participants concurrently sought the 
religious views. With respect to gamete donation both non-religious and religious 
participants expressed the same variety of outlooks. Some did not agree, some asserted 
that they would choose it as the last resort in the circumstances which they really had no
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other choice to conceive, and some had no objection to use. The infertile women who 
agreed to use gamete donation either found it religiously allowed or personally had the 
idea that it is the only way that they would be able to experience motherhood. Regarding 
expectation for treatment outcome, all participants either religious or non-religious were 
hopeful to attain a successful pregnancy at the end of their investigations and treatments. 
It was the same in participants who had just started the investigations or those who have 
been under treatment for many years and they believed that without hope following 
treatment is not possible. But the nature of hope was different. Religious participants’ had 
a transcendent hope which arose from their beliefs in God’s blessing and miracles.
To govern self, all infertile women demonstrated a variety of negative and positive 
emotions in confrontation with their fertility problem. It was nearly identical in both 
groups of religious and non-religious participants, apart from some positive emotions 
which arose from religious outlooks of religious participants to life such as optimism, 
peace and self confidence. With regard to adopting coping strategies to manage self, non­
religious participants mainly employed non-religious coping methods including 
ignorance, compensation, changing lifestyle, self-reliance, gradual adaptation, friendship, 
seeking medical resources, and relaxation therapy. It is notable that religious participants 
used these methods in conjunction with religious coping strategies.
To deal with “others”, infertile women defined “others” as their husbands/ partners, their 
relatives, friends and colleagues, and also health professionals who were approached in 
the process of treatment. Religious and non-religious infertile women’s approaches to 
deal with others somehow were the same apart from some additional strategies that 
religious participants adopted using their religious/ spiritual meaning-making framework. 
For instance, regarding religious participants’ relationship with their husbands/ partners, 
the findings of the current study suggested that participants’ relationships were 
considerably affected by husbands/ partners’ religious beliefs and practices. Religious 
husbands, having a positive mentality and optimistic view, handled their wives’ infertility 
more peacefully. Their religious beliefs aided them to be more understanding, 
sympathetic and gentle with respect to their wives’ feminine side which resulted in less
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vulnerability. With respect to the society, the findings of this study demonstrated the 
social implications (feeling of vulnerability, gender issues, stigma, and social isolation) 
and also cultural stereotypes regarding infertility (being inevitably defined as mother, 
media stereotyping, and being jeopardized approaching other’s children). This was the 
same for both religious and non-religious participants. But religious infertile women’s 
views on socialization as a religious value motivated them to seak reassurance through 
the love and care of the religious congregation. Attending religious services encouraged 
infertile women to find an opportunity to serve community and to offer support to others 
to gain intimacy. They believed in prioritization of people’s needs instead of their own 
needs. Having this perspective, they tried to contribute in serving religious services to 
help other people and at the same time achieve spiritual growth and development. With 
regard to the health professionals, religious infertile women judged fertility clinics for not 
paying attention to spiritual dimensions of infertility. They criticized health professionals 
for not taking spirituality into account in their practice. They expected health 
professionals to be warmer, more sympathetic and understanding and not to approach 
people like “lab rats” or “numbers”.
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Stage
Four
7.3.4. Stage 4- Coming to terms
In the final stage of infertile women’s journey, i.e., coming to terms, 
infertile women went through two phases: 10) Challenging for last 
resource 11) Transforming life (Fig. 14).
Fig. 14- Stage 4: Coming to terms
Coming to terms
Rel./ Sp. orientation-------  Quest orientation
Childlessness/
adoption
4
Challenging for last 
resort -
Donor insem ination/ 
adoption
T
Spiritual strengthening 4 - Transforming life Spiritual awakening
7.3.4.1. Phase 10- Challenging to the last resort
Infertile women as they got closer to the end of their illness became involved with a 
challenge to make their last decision regarding their fertility. They had to choose one of 
the two options of remaining childless or trying for another alternative like adoption or 
donor insemination. The decision which participants made depended on their religious/ 
spiritual orientation. For some religious participants remaining childless was the last
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choice. They had no intention for adoption, as they thought an adopted child is like a 
stranger and has no identity with them. In addition, they imagined that their love and 
affection to an adopted child could not be as similar as their own child.
Some participants put emphasis on bonding and attachment to the adopted child and 
thought if one day the parents request their children back it will be like an emotional 
collapse for them. So they were not eager to adopt children and preferred to remain 
childless. The following extract reflects the vulnerability of one of these participants:
“I  am a very sensitive and loving person and I  know i f  I  look after a child or adopted a 
child, I  will he attached to him very soon and then just a feeling that the child can go 
away from me will make me very upset; that kind o f trauma and I  don Y want to go in .So 
just to refrain from that I  don Y take chance, OK, and so may be stay without a child 
then” (SR/33 Y. / Sunni Muslim/Asian British).
Some other participants indicated that they will continue treatment and at the same time 
they will pray for their healing and at the end, they may consider adoption, however, as 
the last option they will choose childlessness: “I  would consider remaining childless, i f  I  
would consider only option ” (AH/ 32 Y./ Christian: Church o f England/ White British). 
One participant gave emphasis to her compulsory acceptance of childlessness if her trial 
for adopting a child failed because she was familiar with the bureaucratic process of 
adopting child and its difficulties: “Iknow that it’s very difficult in this country (UK) to 
adopt, so then I  suppose I  would have to accept childlessness ” (NF/ 35 Y./ Christian: 
Protestant/ White British). Blenner (1990) similarly found that infertile women at the 
stage of “quitting and moving out”, when the participants have faced closed doors and 
failed in their treatment, viewed adoption as a complex and lengthy process and 
experienced anger and frustration toward the adoption process.
Another participant, who was under treatment yet, preferred to be childless but she was in 
doubt. She thought that if she is being confronted with the real treatment failure her mind 
might be changed:
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“Iprefer to stay childless. May he because my treatment has not been failed yet, I  think 
so. There is a possibility that I  change my mind after facing to the reality o f inability to 
have children for whole my life” (ND/ 32 Y./Shi’a Muslim/ Asian).
For some religious participants adoption was the ultimate manner of approaching 
infertility, however, the way that they were looking at adoption was different. Some 
participants were optimistic to accept adoption because they felt that they will have an 
opportunity to understand and meet needful children’s requirements:
“I  think that child is also a human being and he needs to have parents as well. I t’s not 
important to me that the child belongs to whom. He is a human and needs care; probably 
I  can accept it one day ” (SQ/ 24 Y./Shi ’a Muslim/Asian).
Some participants paid attention to the spiritual dimensions of adoption and the matter 
that it is being highly valued by religion.
“In Islam adoption is very big thing. I f  you adopt somebody it’s very high. I ’m not saying 
adopting a baby is wrong. I t ’s highly recommended, especially i f  you look after them it’s 
highly rewarding in Islam ” (HA/26 Y. /Sunni Muslim/Asian British).
Other participants had negative impression about adoption and viewed the adopted child 
like somebody stranger. They did not believe in the same identity of child with 
themselves.
“Adopted child never can be your child. The child who is your own is your child. But 
other person's child cannot be your child, never become your child. No, it's not related to 
you, he’s another person's baby” (IM/ 30 Y. /  Sunni Muslim/ African).
Another participant mentioned that her love and affection to an adopted child can not be 
as similar as her own child: “probably I  wouldn’t have the same love for that little baby, 
as I  would have for my own” (HAJ 26 Y. /Sunni Muslim/ Asian British). Also she felt that
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these thoughts bother her: “I  wouldn Y like to adopt a baby; it would break my heart, 
because it shows me that I ’m looking after somebody else’s baby when I  could have my 
own ” (HA/ 26 Y. /  Sunni Muslim/ Asian British). These two participants pointed out that 
they will choose adoption as their last resort in case that their husband really wants to 
have child and all medical treatments become failed. They talked about a compulsory 
acceptance: “I  may accept that one day”. It is notable that both these participants who 
expressed negative impression regarding adoption were Sunni Muslims, whose religious 
scholars are not allowed adoption, although they did not discuss this issue directly.
Another participant thought that early matemal-child attachment will be resulted in a 
long-term bonding between mother and child and because adopted child has no early 
bonding with their mothers, presumably, they are “moreprone to be criminal”:
“I  feel i f  the child isn't breast fed  or nurtured within the first few months, there isn’t a 
kind o f links in the brain, they don't form properly and they are more prone to be 
criminals” (CA/38 Y./Christian: Catholic/ White British).
Her pessimistic thought has probably arisen from her background as she had experienced 
a lot of bereavements in her personal life: I  have had life quite hard; life hasn't been easy. 
I  don't want my life to be any harder, you know, so that's purely selfish” (CA/ 38 Y./ 
Christian: Catholic/ White British). She knew that it is a kind of egoism and selfishness 
but she was not sure if she could bear another unanticipated distress in her life because of 
experiencing a problem with adopted child: “I  just really don't know i f  I've got the 
emotional strength to take on someone else’s child and someone else’s problems, I  really 
don't” (CA/38 Y./Christian: Catholic/ White British). For this reason, she mentioned that 
she might try fostering first rather than going straight ahead with adoption.
Donor insemination was the last chosen alternative for some non-religious participants. 
They expressed that they will carry out their extreme attempts for having a successful DI; 
because it is the only way through that they would be able to experience motherhood, 
although adoption was one of the options that they had in their mind.
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“I f  you adopt a child you ’re missing out to be pregnant, having your body, go through 
changes and breast feeding; and also having the child, presumably, looking like your 
husband is a massive thing. That’s why it (DI) comes to my mind first” (Z/ 29 Y. /N on­
religious/ White British).
But they emphasized if ultimately they could not have a child using donor insemination 
they will consider adoption;
“I  know there are lots o f children need to be adopted especially children o f older ages 
and learning difficulties. You know, I  look at those children and just see how can I  help 
them at the end o f the day” (Z/ 29 Y. /  Non-religious/ White British).
7.3.4.2. Phase 11- Transforming life
Infertile women after trying most of the potential trials gradually realized that they cannot 
demolish their own life just because of being childless. So they tried through employing 
various coping strategies to get on with life and enjoy their time. Religious participants 
giving her fatalistic views pointed out that they can not change the circumstances 
anymore, so they were convinced with the situation. Statements like “I  can’t do anything 
about it, so let’s go with it” (CF/ 60 Y./ Christian: Baptist/ White British) or “Ifollow my 
life, I  enjoy everything” (VS/ 33 Y./ Non-religious/ African British) and “It doesn’t mean 
that you have to be stuck if  I  haven’t got children ” (ED/ 40 Y./ Christian: Baptist/ 
European) are evidences for this concept. At the same time, these participants tried to 
retain their control on their own life and did their best to overcome their problem: “I t’s 
not that we are not trying. We ’re seeking advice and we can do as much as we can ” (HAJ 
26 Y. /  Sunni Muslim/ Asian British).
They made themselves calm and satisfied by saying that: “I f  it’s happen it’s OK and if  
not still it is OK” (AH/ 32 YJ Christian: Church o f England/ White British). They tried to 
think about what they have been granted not what they deprived of: “I  will enjoy o f what 
I  have; I  don’t think to what I  could have and I  can’t have" (HA/ 26 Y. /  Sunni Muslim/ 
Asian British). Some of the participants were happy thinking that if they had no chance to 
be a mother, instead they had the opportunity to provide a better partnership and
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accompany with their husbands/ partners: “I  have learnt to become perfect to my 
husband” (CF/ 60 YJ Christian: Baptist/ White British). Some participants believed that 
being childless they were able to achieve more promotion and success in other aspects of 
life. Some participants tried to spend their energy on things like writing or music.
As a whole, infertile women at the end of their journey decided to transform their life. 
They either endeavoured to live differently, i.e. spend their energy in something else, or 
emigrate to somewhere else to be away from social stigmatization of infertility; or 
transform their life in a spiritual way. Also they came to an end that they need to ask 
forgiveness. On the one hand, they felt a pressure inside to find some issues related to 
their spirituality. But at the same time they had an understanding of God’s love which 
made them optimistic and positive. They believed that this whole process cannot threaten 
or diminish their belief in God: “Just this whole process, there is no way I  can remove 
God from it. My faith hasn’t been shaken'' (AH/ 32 ¥./ Christian: Church o f England/ 
White British). Instead they showed gratitude and appreciation of God: “Thank you Lord 
that's in your hands and Em happy”. Also they were very hopeful to get their child in the 
^'right time". Additionally, they believed in miracles and even sometimes had the guilt for 
not seriously asking God for a miracle: “I  should expect (a miracle) and may be I  made 
God too small”. Hence, it seems that their spirituality as far as they came to terms got 
stronger and they achieved a kind of spiritual strengthening embedded in religious hope 
to a higher being.
This attention towards spirituality also experienced by some of non-religious participants 
who started questioning and self-criticism and at the end experienced a kind of spiritual 
awakening which gave them more positive attitude in terminal stage of their illness. One 
of the non-religious participants mentioned that she loves “spiritual feelings”: “I  love 
peace and I  love whole the spiritual feelings” (CB/ 32 ¥./ Non-religious/ White British). 
She called God to protect her and she believed that all human beings need to somebody 
who helps them “I  guess there is a feeling o f almost praying to some great being” (CB/ 
32 ¥./ Non-religious/ White British). But she thought this is the case in the time of 
desperation when human being needs somebody to get help from: "'But I  guess that's in
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the time o f desperation when I  need somebody must be out there She emphasized that 
turning to a higher power in tricky circumstances is just human beings’ need and because 
she is a human so she has the same substantial needs of all human beings which is 
directing attention to a “great being” and getting help from.
“I  think I ’m the same o f anybody else. I  want to say O ’ please God look after me or let 
this happen or whatever” (CB/32 Y./Non-religious/ White British).
She believed that most of the people are “desperately” trying to find something to be able 
to lean on in their difficult circumstances and she mentioned that this is the reason that 
why some people tend to drugs or alcohol. She pointed out that in her life her husband 
and her family have been big sources of support for her, but deep down she believed in a 
“higher force” which was something that she was struggling with.
“I  guess there is a little bit o f me, like there is some higher force which is why I  say 
please God, I  think we desperately need something and that’s what I  struggle so much” 
(CB/ 32 Y./Non-religious/ White British).
Her last statement, which showed her hesitance, contradiction and uncertainty in relation 
to her beliefs, was "It’s really a weird one ” (CB/ 32 Y./Non-religious/ White British). On 
the one hand she claimed that she was non-religious and did not believe God, on the other 
she believed in a higher force. The status of questioning and curiosity was expressed by 
another non-religious participant who stated has no belief in religion or spirituality. She 
elaborated her new thought regarding religion which is obvious in her interest to leam 
more about Christianity.
“I ’m trying to go to a course to learn Christianity, you know, there is something I  want 
to find more about it, because there is something I ’ve been interested in ” (Z/ 29 Y./ Non­
religious/ White British).
This participant indicated that she has never been brought up as religious and never 
encouraged by her parents to go to church but sometimes was taken to church with
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religious friends. She said that she is going to change her mind in this regard which 
seemed “surprise”.
"Fm going to start to go to church, it’s slightly surprise but I  go every Easter, Christmas 
and the other times and not just regularly” (ZA/ 29 Y./Non-religious/ White British).
She added that when she goes to the church, she “enjoy it and she should do it more 
often”. Also she blamed herself for not having opportunities to go more often to the 
church and expressed it as “a terrible excuse o f not having time to go more”. These 
changes show that she is moving to find new spiritual meanings and going towards the 
transitional stage of faith and has got some sort of spiritual awakening.
The findings of this study is congruent with Blenner’s study (1990) who found that 
infertile couples in the final stage of their journey, which she calls it “shifting the focus”, 
experience a peaceful resignation and at this time a new focus begin to emerge.. Although 
they occasionally felt grief, but it did not last long and they felt able to get it past. My 
study showed that religious/ spiritual beliefs can help people to shift their focus from 
being exclusively concentrated on their fertility problem and think that a childless life can 
also be lively, productive and dynamic, if people think to a higher being who controls 
their lives and could be a source of reliance and trust.
7.3.4.3. Conclusion
The findings demonstrated that religious infertile women as their last resort chose either 
remaining childless or adopting a child. The reasons for refusal of adoption was viewing 
the adopted child as “stranger” and not having the same identity as parents and fear of 
losing the child because of the possibility that the biological parents request their children 
back. In this phase, religious infertile women after experiencing ups and down in their 
long-term journey were convinced that they could have a fruitful and dynamic life even 
without child. They believed that the whole process of struggling with different 
dimensions of infertility could not threaten their belief in God and they would be still 
appreciated. Hence, it seems that their spirituality as far as they came to terms became
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stronger and they achieved a kind of spiritual strengthening embedded in religious hope 
in a higher being.
Some non-religious participants in making decision for a final approach for infertility 
chose gamete donation as the last resort to overcome their fertility problem. But they 
pointed out if ultimately it was not successful they would consider adoption. Getting on 
with life and transforming life toward paying attention to a higher being also experienced 
by some of the non-religious participants started questioning, self-criticism and looking 
for religious teachings. They experienced a kind of spiritual awakening and expressed a 
sense of relief at being able to hand over their fertility problem to a power greater than 
self who can influence one’s life.
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7.3.5. The other elements of the emergent theory
7.3.5.1. Conditions (contextual, causal and inten/ening)
Strauss & Corbin (1998) indicate that conditions are sets of events that create the 
situations pertaining to a phenomenon and to a certain extent, elaborate why and how 
people respond in certain ways. Conditions may have different labels such as contextual, 
causal and intervening They argue that it is not too important to identify and list which 
conditions are contextual, causal or intervening, rather the analyst should focus on the 
complex interweaving of events leading up to a phenomenon which people respond to it 
through some form of actions/ interactions.
7.3.5.1.1, Contextual conditions
In this study, religious/spiritual orientation was the contextual condition in which the 
process of relying on a higher being was evolved. Participants in this study showed three 
kinds of religious/ spiritual orientation including intrinsic, extrinsic and quest orientation 
toward religion/ spirituality.
Intrinsic religious orientation is defined as wholly commitment to religious beliefs and 
employing it in every aspect of life. Extrinsic religious orientation is described as using 
religion to provide protection and consolation (extrinsic-personal) and religious 
participation and social status (extrinsic-social). Quest religious orientation is comprised 
three factors of existential questions, self-criticism and religious doubt, and openness to 
change in religious beliefs. It is worthwhile to note that the majority of religious infertile 
women had both intrinsic and extrinsic orientations towards religion. Their intrinsic 
religious orientations were demonstrated as belief in God who is an integral part of their 
life, centrality of religion and spirituality in their effort to tackle with bitterness, and 
having spiritual awareness as experiencing the presence of God in their life. Their 
extrinsic religious orientations were verified by personal and social orientations towards 
religion. Personal extrinsic orientations were presented as accomplishing prayers and 
making relationships with God in their own privacy to meet their personal needs. Social 
extrinsic orientations expressed as attending social religious activities like going to 
mosque, church, group prayers, joining house groups, running religious courses, and also
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attending religious talks and lectures. Few of the religious participants believed in just 
intrinsic religious orientation and criticized the people who are mostly extrinsic religious 
oriented. They asserted that they are not practicing but are trying to think spiritually 
throughout their life.
Non-religious infertile women showed mostly quest orientation toward spirituality and 
religion, i.e. questioning the presence of God and at the same time directing attention to a 
“great being” and getting help from and considering it as substantial needs of all human 
beings. They also had to tackle with self for having this kind of belief and then 
experienced contradiction and uncertainty which followed by exploring spiritual beliefs 
and movement towards change.
These various kinds of orientation toward religion resulted in different levels of 
religiosity/ spirituality which itself affected the ways that infertile women managed their 
illness. The various religious orientations are discussed in detail below.
A. Intrinsic religious orientation
Intrinsic religious orientation is discussed based on three features of centrality of religion 
and spirituality, belief in God, and spiritual awareness.
I- Centrality of religion and spirituality
Religious participants believed in centrality of religion in all aspects of their life. They 
tried to see all life issues through the lens of religion and spirituality. Statements like: 
"My faith is a huge part o f my life; it is extremely important”, “I  suppose my views are 
shaped by my faith”, “my faith would have a huge impact on my decision making” (AH/ 
32 Y./ Christian: Church o f England/ White British) were evidences for this notion. Even 
some of the participants viewed their faith as “life”. They viewed it as an overarching 
concept which influences all life issues.- “I  was thinking that Christianity is as a life, 
more than a religion, so it affects everything” (CF/ 60 YJ Christian: Baptist/ White 
British).
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Religiousness and spirituality had a key role in women’s effort to tackle with and resolve 
the tensions caused by their illness. They believed that religion and spirituality provide 
the strength to deal with the reality of their life:
“Religion is very very important for me. I  think i f  you know abut your religion , really 
your faith gives you strengths in every day o f life, dealing with your day-to-day life, 
dealing with these kind o f shocking experiences ” (SR/ 32 Y. /  Sunni Muslim/ Asian 
British).
One participant judged non-religious people who have to struggle with psychological 
instability because of not being aware of their destiny: "I think the people who are away 
from religion are women who are getting depression, unaware o f what happening to us ” 
(SR/ 33 Y. /  Sunni Muslim/ Asian British).Th^y believed in spirituality as a power that 
encourages them to confront satisfactorily with realities in their life and find the 
psychological resources to be able to accept these realities: “I f  I  was not Muslim, i f  I  was 
not believer, strong believer, I  got crazy, I  think” (IM/ 30 Y. /  Sunni Muslim/ African).
II- Belief in God
They interpreted God as a supreme power who created individuals. They believed that on 
the one hand, He is an integral part of their life and on the other hand. He has the 
supremacy to control human beings’ life: “I f  God created and made you. He is a part o f 
your life and you’re living for Him, then He affects everything you do, but you don’t feel 
it consciously” (CF/ 60 Y./ Christian: Baptist/ White British). They accepted the truth 
that belief in God tends to have a special worldview which makes their approaches 
different to life: “When you have the peace o f God in your heart then there is a different 
way to approach things” (CF/60 Y./Christian: Baptist/ White British).
III- Spiritual awareness
Some of the participants addressed spiritual awareness which was achieved through 
relationship with God and its consequence was the experience of God’s presence in their 
life. Some participants had this feeling intermittently: "sometimes I ’m very aware o f God
307
Robab Latifnejad Roudsari Chapter 1, Findings and discussion
and I ’m aware o f my need to God, pray a lot at the times when I  drift, you know ” (AH/ 32 
YJ Christian: Church o f England/ White British). Others felt being in God presence 
recurrently. They expressed that they have frequently conversation with Him, such as 
what this participant pointed out:
“I ’m talking to God the whole day, I  suppose it’s prayer but I  mean, oh saying lovely 
lord, I  do like that, lots o f things. I ’m always talking to God; it’s just having someone in 
your side all the time and chatting to and talking to” (CF/ 60 YJ Christian: Baptist/ 
White British).
This awareness gave them the assurance that they are being noticed and cared by their 
creator. These participants also believed that their relationships with God influenced their 
whole life: “I  think my whole life is affected by my relationship with God” (CF/ 60 YJ 
Christian: Baptist/ White British).
Another participant criticizing practicing people, who are not intrinsically religious, 
mentioned that just practicing religious rituals like going regularly to church is not an 
indicator of religious beliefs strength. But the important issue is thinking spiritually 
every day: “I  don't go to church every day but you can be a spiritual person every day. 
I'm not a practicing catholic, but I  consider myself to be very spiritual and kind person” 
(CA/ 38 YJ Christian: Catholic/ White British).
IV- Spiritual awareness due to religious upbringing
Participants who had brought up as religious or been affiliated to a particular 
denomination had specific experiences, affected by their childhood religious teachings, 
even if they had converted from their original religion. One participant referred to her 
spiritual awareness, i.e., feeling the presence of God and strong spiritual beliefs after 
confrontation with difficult situations in her life. She acknowledged that she realized the 
depth of her religiosity/ spirituality when she confronted with a complex circumstance: 
“when I  want to confront with something, I  realize that I  have re-al-ly strong beliefs ” 
(NF/ 35 YJ Christian: Protestant/ White British).
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She felt that she is being helped by her spiritual beliefs: “I  think that subconsciously my 
spiritual beliefs help me” (NF/ 35 YJ Christian: Protestant/ White British), but at the 
same time she declared that she is not aware of the beliefs’ origin but she understands 
that those are helpful: “I  don't know where they come from but they do help me deep 
down ”. Although in other part of her interview she referred to her mother, who affiliated 
to Catholicism, as the source of her beliefs.
“Fven though I  chose Protestantism, but culturally I  have all the superstitious, all the 
taboos, all the guilt, all that, because my mother is catholic. It comes all from there and 
I'm a very strong believer” (NF/ 35 YJ Christian: Protestant/ White British).
She gave an example of her previous experience of having tubal rupture after two ectopic 
pregnancies and being survived from a life-threatening accident. She had a feeling of 
unbelieving about her survival: “I  couldn't believe that I  can survive from this”. This 
catastrophe was like an alarm which awaked her and drew her attention to spiritual 
issues.
“I  feel that operation did make me face spiritual issues and I  realized that for me, you 
know, pushed away organized religion, I  did realize I  have a God in my life; because He 
saved me, um...so I  do believe that” (NF/ 35 YJ Christian: Protestant/ White British).
She interpreted God as a “protectivepower” who has a supreme control on her life and 
assists him on a daily-basis.
“I  do still feel that some protective power, you know, they do help me every day and I  
have lost me a little bit. I  did feel am I  in touch with this power? I  thought he was more in 
control o f my health and my life and I'm not. That's made me think more about actually 
there is something above; some kind o f order to all o f this. So it does help me everyday ” 
(NF/ 35 YJ Christian: Protestant/ White British).
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This case shows that in people with religious upbringing, whose spirituality has been 
embedded in their unconscious mind, religious/ spiritual beliefs will be demonstrated in 
confrontation with difficulties.
B. Extrinsic religious orientation
Extrinsic religious orientation will be discussed in two parts of personal and social 
extrinsic orientations.
I- Personal extrinsic orientation
Most of the participants admitted that they get comfort with accomplishing prayers and 
making relationship with God in their own privacy to meet their personal needs. The 
majority of the participants referred to the continuity of worship and mentioned that they 
talk to God the whole day. They expressed their feeling with statements like “I  talk to 
God from the time I  wake up till the time that Fm sleeping and the time I  turn around” 
(HA/ 26 Y. /  Sunni Muslim/ Asian British), "twenty four hours I  pray God”, everywhere I  
go" (EA/ 40 Y /  Christian: Protestant/ African), "God is always with me, I  talk to God 
whenever I  want" (ED/ 40 YJ Christian: Baptist/ European), "Ipray every day" (Anna/ 
Christian/ Church of England, Catherine/ Christian/ Catholic, (IM/ SO Y. /  Sunni Muslim/ 
African), "the main thing in my everyday life is praying Allah" (IM/ 30 Y. /Sunni Muslim/ 
African), "I can’t say how many hours per day but I  always talk to God, not necessarily 
through prayers " (MKJ 40 YJ Shi’a Muslim/ Asian).
Having relationship with God regardless of being in a holy and religious place or not was 
another point that participants emphasized which is obvious in these expressions: "I have 
talks to God and pray times on the bus or, you know, walking down the street” (AH/ 32 
YJ Christian: Church o f England/ White British), "I have sometimes quiet reflections 
really on the tubes or buses" (CAJ 38 YJ Christian: Catholic/ White British), "I do it 
everywhere when I  go by bus" (EA/ 40 YJ Christian: Protestant/ African), "I talk to God 
whenever I  want, even when Fm working, when Fm sitting; not just to be somewhere like 
spiritual room, spiritual situation or alone, no, lots o f people can be around me and I  can 
pray and talk to him" (ED/ 40 YJ Christian: Baptist/ European).
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Some participants pointed out that they read their holy books as a kind of relationship 
with God: “The main thing in my everyday life is praying Allah, reading Koran” (IM/ 30 
Y. /  Sunni Muslim/ African). One of the Christians in this regard stated:
“Fm reading Bible every day .Fm reading Christian books, because Fm Christian, to 
find out, you know, many things which might improve my characters and to find out what 
bad habits I  have to leave them, you know, it’s very important, my beliefs, my faith” (ED/ 
40 Y./ Christian: Baptist/ European).
Other participant repeating this point referred to her meditation as well: “I  try with the 
bible most days, every day and I  pray, I  make time to sit and be quiet, most o f the days” 
(AH/ 32 Y./ Christian: Church o f England/ White British).Going to some spiritual places 
was mentioned by one other participant:
“When I  am feeling alone I  go to the Madonna with the baby, you know, because she is a 
symbol o f maternity, you know, motherhood and I  do my own prayer as well” (NF/ 35 Y./ 
Christian: Protestant/ White British).
II- Social extrinsic orientation
The majority of religious participants referred to their participation in social religious 
activities like going to mosque, church, group prayers like Friday prayer of Muslims, 
Koran lessons or even one-to- one personal communication: ‘There are times that I  meet 
with other Christians just one-to- one, you know and we talk and encourage each other, 
talk about something or pray together ” (AH/ 32 Y./ Christian: Church o f England/ White 
British). Some of the participants, in addition to attending Sunday church services, were 
involved with other religious social activities like attending or running religious courses, 
joining house groups, and also attending religious talks and lectures: “We do go to talks 
when religious scholars come and try to explain more about Islam and they would guide 
us more ” (HA/ 26 Y. /  Sunni Muslim/ Asian British).
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One of the participants referred to her church attendance in a regular basis through her 
life which started from childhood and encouraged by her parents and school: "Fve gone 
to church all my life. I  was taken to church by my parents and a good life church each 
time ” (CF/ 60 Y./ Christian: Baptist/ White British).
Some participants just attended particular ceremonies in special time: “I f  there is a 
special ceremony in the mosque I  go there, at Ramadan I  go mosque a lot o f time ” (IM/ 
30 Y. /  Sunni Muslim/ African). Some other participants preferred to attend religious 
places on their own and not with the congregation: “/  do go into church as my past 
usually and I  light a candle ” (NF/ 35 Y./ Christian: Protestant/ White British).
Some of the religious participants did not believe in addressing rituals without thinking to 
their meaning. They criticize practicing people who think superficially and have not 
understood the core of religion:
‘7  think you don't need to go to church every week, because I  know a lot o f people who 
go to church every week but aren't very nice people. Just because you go to church and 
pray and say words, it doesn't mean anything” (CA/ 38 Y./ Christian: Catholic/ White 
British).
C. Quest religious orientation
Quest orientation which means ability to address existential questions, tendency to 
perceive self-criticism and religious doubt and openness to change in religious beliefs 
(Maltby et al. 2003) emerged from some of non-religious participants’ expressions: 
“Um, I  think I  struggle a bit with religion and with faith, um, because Fm very much 
scientific; I  know scientist ask question like anybody else but I  question it so much ” (CB/ 
32 Y./ Non-religious/ White British). Regarding spirituality, this participant mentioned 
that she has no belief in spirituality, instead, she believes in the power of human mind 
which is very potent on tapping into matters related to soul and spirit and she does not 
call it spirituality:
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“I think the human mind is massively powerful and has loads o f understanding even 
about ourselves. How can I  describe that? I  wouldn ’t call it spirituality; I  think it’s just 
the power o f mind we have no idea o f ’ (CB/ 32 Y./Non-religious/ White British).
She also expressed her doubt about belief in God. She thought questing the presence of 
God is incompatible with God’s acceptance which is a basic component of religions;
“I don’t know if  I  believe in God and I  think I  don’t believe it if  Fm questioning it; So I  
struggle, yeah, honestly I  don’t believe it as a God which is kind o f fundamental to faith 
or religion” (CB/32 Y./Non-religious/ White British).
Having these kind of thoughts she, nevertheless, mentioned that she loves “spiritual 
feelings”: “I  love peace and I  love whole the spiritual feelings but I  almost feel 
hypocritical i f  I  say really I  do believe there is God” and she calls God to protect her and 
she believes that all human beings need to somebody to help them “I  guess there is a 
feeling o f almost praying to some great being”. But she thought this is the case in the 
time of desperation when human being needs somebody to get help from: "But I  guess 
that’s in the time o f desperation when I  need somebody must be out there ”. Again she 
emphasized on her disbelief in God and the matter that turning to a higher power in tricky 
circumstances is just all human beings’ need and is not in relationship with belief in God 
or spirituality: “I  don’t think it’s a kind o f belief in God. I  think that’s just a human need 
for somebody to have to talk to ”. So she thought because she is a human so she has the 
same substantial needs of all humans which is directing attention to a “great being” and 
getting help from: “I  think Fm the same o f anybody else. I  want to say oh please God 
look after me or let this happen or whatever ”. According to her, most of the people are 
“desperately” trying to find something to be able to lean on in their difficult 
circumstances and she mentioned that this is the reason that why some people tend to 
drugs or alcohol. She pointed out that in her life her husband and her family are big 
supporter for her but deep down she believes in a “higher force” which is something that 
she was tackling with:
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“I  guess there is a little bit o f me, like there is some higher force which is why I  say 
please God, I  think we desperately need something and that’s what I  struggle so much” 
(CB/ 32 Y./Non-religious/ White British).
Her last statement was: "It’s really a weird one” which shows her contradiction and 
uncertainty with respect to her beliefs. The status of questioning and curiosity was 
expressed by another participant who declared has no belief in religion or spirituality. She 
elaborated her new thoughts regarding religion which is arisen from her interest and 
shows that she is probably moving toward the transitional stage of faith:
“I ’m trying to go to a course to learn Christianity and I ’m sure, you know, but there is 
something I  want to find more about it, because there is something I ’ve been interested 
in” (ZA/29 Y./Non-religious/ White British).
The non-religious participants with spiritual beliefs who had no belief in any organized 
religion expressed her spiritual beliefs as: “I ’m quite spiritual. I ’m not that religious 
really; I  think I  can be spiritual without religion and I  am quite spiritual” (VS/ 33 Y./ 
Non-religious/ African British). Two participants described that the cause of their 
spirituality was that their mother passed away during their childhood and this was the 
reason that they become "very spiritual and very much into other world’s matters” (VS/ 
33 Y./Non-religious/African British;Anna S/non-religious).
Regarding non-religious participants’ attendance in church, they mentioned that they 
attend church services few times in a year which seems is more traditional rather than 
religious. They explained it enjoyable and peaceful. One participant who has never been 
brought up as religious and never encouraged by her parents to go to church but was 
taken to church with religious friends said that she is going to change her mind in this 
regard which seemed “surprise” for her: "I’m going to start to go to church, it’s slightly 
surprise but I  go every Easter, Christmas and the other times and not just regularly” (ZA/ 
29 Y./ Non-religious/ White British). She added that when she goes to the church, she 
“enjoy it and she should do it more often”. Also she blamed herself for not having
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opportunities to go more often to the church and expressed it as “a terrible excuse o f not 
having time to go more Another participant showed her doubt and uncertainty for doing 
a religious practice regarding her attendance in church:
“I  don’t know whether it’s a religious thing or just going somewhere and thinking, not 
thinking about myself, just relaxing and thinking in general” (CB/ 32 YJ Non-religious/ 
White British).
The non-religious participants with spiritual beliefs pointed out that they do not go to 
services in church or other religious places, instead, they do their meditation in their 
privacy with God:
"I do my meditation o f thank and pray the creator, privately. I  think the creator is 
conscious when you’re giving the thanks or you’re asking for forgiveness or you’re 
asking for assistance” (VS/ 33 YJ Non-religious/ African British).
Their rationalization for their practice was rooted in their spiritual awareness and the 
matter that they felt God’s presence everywhere: “I  don't think necessarily to have to go 
to the places o f worship to do that” (VS/ 33 YJ Non-religious/ African British).
7.3.5.1.2. Causal and Intervening conditions
It is worthwhile to note that although all participants went through similar stages of 
encountering the problem, challenging acceptance, struggling for a resolution and coming 
to terms; these commonalities were interceded at the individual level by some causal and 
intervening conditions. These conditions included illness-related factors, gender issues, 
ethnic and cultural features which made those stages different for participants.
Illness-related factors consisted of the cause of infertility, infertility duration, and the 
stage and type of the treatment. Infertile women, who had never experienced any kind of 
fertility problem in their family, confronting ifertility interpreted it as shocking news and 
showed disbelief, as they did not mentally expect fertility problem. Women, who
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experiened a kind of pregnancy loss such as abortion or ectopic pregnancy, also 
experienced disbelief and uncertainty, because they believed that their reproductive 
system is capable to produce a baby. In contrast, women who had experienced 
gynaecological problems like menstrual disturbances since their puberty, expected 
fertility problems and so that they were emotionally prepared to accept the reality of 
infertility. In terms of the duration of infertility, women who were at the preliminary 
stages of investigation seemed so hopeful to become pregnant ftom the one hand and did 
not believe their infertility from the other. For instance, in relation to exploring religious 
views on ART they imagined that they were not at the stage where they consider ART, 
and so they felt that there was no need to look for religious views.
Gender issue was related to the factor of infertility (wife, husband or both). Even when 
infertility was due to male fertility women tolerated the main burden of childlessness and 
suffered negative reactions to infertility, especially from in-laws. Social and cultural 
consequences of infertility were also different for those infertile women who had grown 
up and were living in traditional or contemporary societies. Also women from Asian and 
African ethnic backgrounds had a very strong pronatalist ideology in comparison with 
White populations. Parenthood from their perspective was culturally mandatory and 
childlessness was socially unacceptable. Hence infertility was deemed as a highly 
stigmatized condition in their societies and was not considered as simply a couple-centred 
concern. Childless couples were subjected to social stigmatisation. Infertility was 
regarded as grounds for marital dispute and or divorce. At the same time, many examples 
of supportive husbands and families were reported.
These conditions led participants not to interact the same in the evolutional route which 
has been figured out in the process of relying on a higher being.
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7.3.5.2. Consequences
Relying on a higher being gave the participants a deeper understanding and discovery of 
self, which led them to be happy with God-given phenomena. These participants holding 
a particular worldview gave sacred meaning to life and talked about an internal knowing, 
certainty and assurance that they would be blessed by God, either through being granted a 
child or in other ways. This worldview resulted in optimism and positive thinking which 
consequently helped them to get the psychological fitness that gave them a sense of 
empowerment as an integral part of their recovery.
They searched reassurance and hope through trusting in a higher being and believed that 
He is beneficent and if he deprives somebody from something he will grant him 
something else, even beter, either in this world or in the after life.They thought that this 
difficult journey assist them to develop their spirituality, gain new spiritual experiences 
and leam more lessons in order to understand faith as a spiritual incident.
Viewing infertility as a God-given decision and leaving self in tmst of a higher being and 
interpreting hardships as a means of spiritual growth and development resulted in being 
able to accept infertility with ease and dealing with it more peacefully.
A final discussion on overall findings of this study is presented in the next chapter.
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8.1. Introduction
In this chapter, I introduce feminist grounded theory study in brief and then review and 
discuss the emergent theory of “relying on a higher being” and also the main findings. 
These are the four stages of encountering the problem, challenging acceptance, struggling 
for a resolution and coming to terms. In each stage, I try to give an overview of what I 
have found and then review the relevant literature and finally discuss the contribution that 
these findings have to the infertility literature. Then I discuss the strengths and limitations 
of the study and also the generalizability of the findings. Finally, the implications for 
practice, implications for legislators and policy makers and future research directions are 
elaborated.
8.2. Summary of the study
The aim of this study was to gain insight into the experience of infertile women in a 
religious and spiritual context and to illuminate the attempts made by infertile women to 
deal with various aspects of infertility. The study was designed using a feminist grounded 
theory methodology. Participants were a group of 37 infertile women who were recruited 
through theoretical sampling in one Iranian and two UK fertility clinics. These were 30 
infertile women affiliated to different denominations of Christianity (Protestantism, 
Catholicism, Orthodox) and Islam (Shi’a and Sunni). In addition, seven infertile women 
reported that they had no formal religion. Data were collected through semi structured in- 
depth interviews and analyzed using a grounded theory approach.
8.3. Theory of '‘relying on a higher being”
This study presented the theory of “relying on a higher being” to explain the experiences 
of infertile women who affiliated to different denominations of two major monotheistic 
religions i.e. Islam and Christianity in the secular society of Britain and religious 
community of Iran. It also reflected experiences of infertile women who had no affiliation 
to any religion but considered themselves non-religious.
The centrality of “relying on a higher being” within the experience of infertile women is 
an original contribution to the infertility literature. It consists of a number of findings
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related to the experience of infertility that extends our theoretical understanding of the 
infertility experience. This theory suggests that the experience of infertile women is well 
understood as a four stage process including encountering the problem, challenging 
acceptance, struggling for a resolution and coming to terms. Although some of the 
findings of this study are congruent with the findings discussed sporadically in the 
infertility literature, its main contribution to knowledge is presenting a broad perspective 
and overview of the whole experiences of infertility. These experiences include 
individual, marital, social, emotional, and treatment experiences of infertile women in a 
religious/ spiritual context which are demonstrated in four aformentioned stages of 
infertile women’s spiritual journey. It is notable that the fundamental feature in the 
current study was infertile women’s relying on a higher being as they moved through 
these stages. This higher being could be God for religious infertile women or a kind of 
spiritual force for non-religious women with no affiliation to any formal religion. The 
core concept was that the majority of religious and non-religious infertile women 
believed in such a supreme power who can be called for help and assistance in the time of 
devastation, harassment and desperation in their lives. This was the point which made 
congruency between infertile women’s experiences. But it should be pointed out that the 
level of spiritual understanding and awareness within various participants as they made 
sense of, went through illness processes and came to terms was not the same. It was 
different even among religious infertile women. In other words, infertile women with 
stronger religious and spiritual beliefs showed a higher level of spiritual surrendering and 
reliance. They admitted to the reality of their circumstances with more serenity, calmness 
and peace. So, not all infertile women had the same spiritual journey.
Overall, women with a religious/ spiritual intrinsic and/ or extrinsic orientation started 
their journey with a religious and spiritual reappraisal of the situation. This involved 
searching for meaning, gaining a divine insight, changing their outlook on life towards a 
sacred direction and being grateful for their life. This process gave them a sense of 
empowerment and confidence and helped them to transform their life towards being more 
spiritual. This enhanced a sense of spiritual consciousness and divine perception made 
them stronger spiritually through the journey and resulted in achieving a spiritual peace at
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the end. But non-religious infertile women started the journey with denial and 
disaffirmation of any spiritual power and tried to have a medical appraisal of their illness. 
But in the process of struggling for resolution they started questioning and self-criticism 
and directed their attention toward understanding the concept of spirituality and getting 
help from a higher being which according to them is a substantial need of all human 
beings in times of desperation, when they need somebody to lean on. As a result, they 
experienced a kind of spiritual awakening which gave them more empowerment and 
strength at the end stage of their illness.
The experiences of infertile women in four inter-related stages of the process of relying 
on a higher being which are the main findings of the current study is discussed further 
below.
8A. Stage 7- Encountering the probiem
The findings of this study showed that the majority of infertile women when started their 
journey struggled with issues related to their “self’, instead of being involved with 
“others”. These women confronting the reality of their illness engaged in two phases of 
abrupt and subsequent appraisals of their situation which demonstrated how they 
perceived their illness in the early stages.
8.4.1. Phase 1- Abrupt appraisal
Abrupt appraisal was infertile women’s first reaction to confronting the situation which 
was expressed as disbelief and shock, uncertainty and questioning. This was nearly 
identical in both groups of religious and non-religious participants. The finding of the 
current study regarding questioning God for being infertile by asking “why me?” was in 
agreement with previous research by Greil et al. (1989) and Blenner (1990) on infertile 
women’s experience. Dutney (2007) also in this regard has argued that people in the 
Abrahamic traditions experience infertility as a faith crisis. They ask questions like "why 
is God doing this?" or "What have I  done to deserve this from GocR" In this study also 
some participants bargained with God and asked the same questions.
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8.4.2. Phase 2- Subsequent reappraisal
Subsequent reappraisal of infertility occurred after the initial critical and explosive phase. 
In this phase infertile v^omen reappraised the situation more thoughtfully and logically. 
They went towards a preliminary process of meaning-making, but it did not happen for 
all participants. Some, but not all, religious participants tried to reappraise infertility 
spiritually. Others reappraised it secularly as non-religious participants. In this phase they 
tried to safeguard themselves from emotional breakdown. Afterward, they started 
grappling with “self’ to gradually accept the reality they faced and challenging 
themselves to accept their self as infertile. These findings are congruent with Lazarus and 
Folkman’s (1984) “transactional stress and coping model” which is focused on cognitive 
appraisal of the stressful situations. It involves making initial attributions about the cause 
of the event and determining the extent to which the event is threatening, controllable and 
predictable (primary appraisal) and also deciding what can be done (secondary appraisal).
This study showed that religious infertile women in their subsequent reappraisal of the 
situation reappraised the causation of infertility as something spiritual as well as medical. 
The notion of infertility being caused by something beyond human comprehension was 
found in studies by Seybold (2002) in Senegal , Papreen et al (2000) in Bangladesh, 
Yebi (2000) in the Netherlands (on Ghanaian infertile women), Sewpaul (1999) in South 
Africa, and Sundby (1997) in Gambia. Although this concept has been addressed by 
previous authors, the original contribution of this study to the infertility literature is that it 
presents a broad spectrum of religious infertile women’s ideas who were affiliated to 
different denominations of Islam and Christianity and also non-religious women which 
has not previously been addressed in the literature. Moreover, it shows the various levels 
of beliefs in spiritual causation of infertility and reflects that the majority of infertile 
women believed in both spiritual and medical causations, but some prioritized the 
spiritual causes. Others gave equal weight to the spiritual and medical causes of infertility 
and imagined that “it’sfifty-fifty”. Also a few religious participants believed in the major 
contribution of spirituality and the minor contribution of medical conditions as a cause of 
infertility. It also shows that non-religious women reappraise infertility medically without 
any relationship to spirituality.
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This study also revealed that religious infertile women in their subsequent reappraisal of 
the meaning of infertility presented a positive image of God and viewed infertility as a 
God-granted phenomenon which they expressed with phrases like “God’s plan”, “God’s 
gift”, or “God’s reward” for tolerating adversity and deprivation in this world. They also 
believed in God’s beneficence and also His power and knowledge for healing their 
illness. It seems to me that all these reappraisals are reflective of women’s religious 
worldview which helps them to find meaning and purpose in life in a different manner 
and as a result perceive infertility in a particular way.
8.5. Stage 2- Challenging acceptance
Infertile women after initial reappraisal of infertility and coming across the shocking 
stage of confronting infertility started a challenge to accept self as infertile. In this stage 
infertile women went through four phases including feeling of disappointment- 
expectancy, feeling of self as different, trying to accept self as infertile and disclosing 
infertility to others, which demonstrates their movement towards acknowledging a new 
identity.
8.5.1. Phase 3- Feeling of disappointment-expectancy
Findings suggested that infertile women after initial reappraisal of infertility and coming 
across the shocking stage of encountering infertility began a challenge to accept self as 
infertile. In this stage they expressed a state of disappointment-expectancy. At the same 
time that they had been immersed in hopelessness and despondency, because of having a 
dark future without children, they had been hopeful and expectant to conceive following 
medical interventions, as they were in the preliminary phases of diagnosis and had plenty 
of time and hope to come to terms successfully. This finding reflects the point of Mattis 
(2002) who found that in African- American women, adversity caused by illnesses tends 
to highlight a tension between reality (the way that things really are) and desire (the way 
that we want them to be). He argues that nevertheless, spirituality plays a key role in 
women’s attempts to struggle with and to resolve this tension.
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8.5.2. Phase 4- Peeling self as different with others
The findings also revealed that infertile women in this stage had a feeling of being 
different from others and not being understood by fertile women. The feeling of 
difference and deviance was accompanied by different emotions like feeling of 
detachment, loneliness and being left behind. The feeling of difference in most of the 
religious and non-religious participants was the same. Only few religious participants 
accepted the situation and acknowledged the difference in creation. Hence, they 
approached their fertility problem peacefully. Sandelowski (1986) referred to this feeling 
as infertile women’s “alienation” and separation from fertile women and Blenner (1990) 
called it “differentiation” which occurs when couples have feeling of loss and start to 
perceive themselves as being different from the fertile world.
8.5.3. Phase 5- Trying to accept self as infertile
I argue that religious participants using a religious/spiritual meaning-making framework 
tried to reappraise their illness spiritually. They trusted a higher power, who can protect 
individuals, and endeavoured to gradually accept self as infertile. They gave a sacred 
meaning to everything in their life and had a particular loving relationship with God and 
imagined that every God-given phenomenon is the best gift that they have ever had and 
believed in a logic behind it. They viewed infertility as God’s will and believed that 
nothing can happen without God’s contribution and He has absolute control over people’s 
lives. So people have to accept what God has wanted for them. This is what Yamey & 
Greenwood (2004) called “predestination of divine will, or fatalism”. Belief in fatalism 
and having children when it is “meant” has been reported in previous research on 
infertility conducted by Papreen et al (2000), Greil et al (1989) and Sandelowski & 
Pollock (1986). Sandelowski & Pollock (1986) argued that infertile women who had a 
stronger belief in fatalism have been more accepting of God’s plan and less angry with 
God. I argue that in addition to this, participants in the current study talked about an 
internal knowing, certainty and assurance that they will be blessed by a compassionate 
and merciful God, either through having a child or in other ways as “God never let them 
down and I f  He doesn’t give them one thing, He gives them something else”. They 
contemplated that they should accept God’s plan with enthusiasm, because His will is the
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most advantageous and superlative situation in their life, because they are being loved by 
God and He knows “what’s best really".
This study also highlighted that Muslim, Protestant and Catholic infertile women 
reappraising infertility as God’s test tried to accept self as infertile. Regarding the nature 
of God’s test, religious participants viewed it as God’s compassion, mercy, and kindness, 
not as His punishment. They did not see it as a sort of “nasty testing" and they believed 
that it is “genuine” and has arisen from God’s wisdom. They also believed that people 
leam lessons and be taught through divine tests and achieve spiritual development. This 
analogous reappraisal of infertile women affiliated to various monotheistic religions is an 
original contribution to infertility literature. I argue that the underpinning assumption for 
this commonality may be the unique teaching and ideals of monotheistic religions.
Thinking of being chosen by God to experience infertility in order to gain spiritual 
strength was another positive reappraisal by some of the Muslim and Christian 
participants which helped them to accept infertility. This thought gave them a feeling of 
transcendence as a consequence of spiritual surrendering. This finding also has not 
previously been reported in infertility literature and is a new contribution to this field.
Moreover, the findings suggested that some religious participants due to having a “bigger 
understanding o f life” did not view infertility “just trying to have a baby”. They were 
hopeful that infertility will be a “life enriching experience ” and a “positive process ” to 
enhance their "reliance on God” and to improve their “spiritual growth”. This notion is 
congment with what Sewpaul (1999) mentioned regarding infertile women’s view who 
saw infertility as an opportunity for re-evaluation of one’s life, values and relationship 
with God and as a challenge which provided the possibility of growth and positive 
change. I argue that these kinds of positive reappraisals of infertility by the majority of 
religious infertile women gave them self-empowerment and self-worth in the preliminary 
stages of their journey to be able to cinfertility peacefully and accept their identity as 
infertile.
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It is noteworthy that some of these religious infertile women also expressed negative 
reappraisals of infertility through discussing issues like viewing infertility as punishment. 
Although this finding confirms the findings of previous research by Dyre (2002a), 
Seybold (2002), Sewpaul (1999), and Griel et al (1989), however, the fundamental 
difference in the current study is that most of the religious participants due to having a 
loving gesture of God in mind had not been persuaded to be punished by God. They 
unconsciously, accepted that all adversities are a kind of punishment for people who do 
not have a good enough commitment to religion or did “wrong things” in their life, but 
they were unconvinced whether or not they deserved to be punished. They emphasized 
that there should be reasons behind that but they were unable to find any reason to be 
punished. Just three Catholic participants referred to being punished as a result of wrong­
doing in their lives. These participants described that the reason for this kind of 
reappraisal as the impact of the Catholic Church’s/ schools’ teachings and the feeling of 
guilt that they have experienced from their childhood.
8.5.4. Phase 6- starting disclosure
According to the study findings, infertile women after gradual acceptance of their identity 
as infertile disclosed their illness to others and started to find a resolution. Disclosure of 
infertility was not an easy task to do for most of the participants in this study. The reason, 
as Sacks & Nelson (2007) point out, was feeling of vulnerability and the lack of trust in 
relationships outside the self. Feeling of being blamed and marginalized and not being 
respected and understood were other reasons. The original contribution of the present 
study is that strong believers did not feel embarrassed if their fertility problem was 
disclosed to the public. One of the Christian participants was astonished why people think 
that she might hurt following disclosure of her illness. 1 argue that these participants 
believed that God is felicitous and beneficent and His gifts come in many forms, 
pleasurable or unpleasant, but in both circumstances it is a gift from God which should be 
appreciated and gratified. This kind of deliberation gave confidence to infertile women to 
accept infertility as a reality in their life and to disclose it without much struggle.
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8.6. Stage 3- Struggling fora  resolution
The current study also showed that in the stage of struggling for a resolution infertile 
women went through different phases to manage their illness, to govern their self, and to 
deal with others. In all these phases infertile women turning their attention to religious 
and spiritual beliefs showed their connectedness to a higher being as a source of strength, 
guidance and support who can be trusted and got peace and relief. They endeavored to 
maintain, develop and renew their relationship with a higher being to be able to deal with 
the hardship of infertility in each phase. The impact of the belief system of individuals on 
directing their spiritual journey through the infertility experience is an original 
contribution to the infertility literature which will be discussed in more detail below.
8.6.1. Phase 7- Managing Illness
Religious and spiritual infertile women in this study presented a variety of healing beliefs 
which affected their choices of treatments and their decision making for employing 
assisted reproductive technologies as treatment options. These different ranges of healing 
beliefs have not entirely been discussed previously in the infertility literature. So it seems 
that these findings are original contributions to this field.
Trusting God for healing and viewing God as the unique healing power was one of the 
healing beliefs which were expressed by most of the religious infertile women. This 
notion has been pointed out in previous religious literature. Johnson, et al (2005) in a 
literature review citing Mansfield et al (2002), King and Bushwick (1994) and Bearon 
and Koenig (1990) mentioned the belief that God’s will is the most important factor in 
recovery from illness and He is ultimately responsible for physical and spiritual health. 
Within infertility literature, Seybold (2002) is the only author who found the same 
meaning exploring the experience of one Senegalese Muslim infertile woman. Belief in 
pre-determined destiny and as a result having no belief in following the treatment and just 
awaiting God’s blessing was another religious healing belief which was expressed by 
some Muslim and Christian infertile women in this study. This concept was also 
presented in Parry’s (2004) study entitled: “Understanding women’s lived experiences 
with infertility in North America” by one of the participants. Belief in prayer as a
327
Robab Latijnejad Roudsari ChapterS: Final discussion and Conclusion
promoting factor for holy healing was another healing belief that was expressed by 
Muslims, Protestants and Catholics in this study. These participants had a confidence that 
their healing after praying would be guaranteed if it was compatible with God’s will. This 
finding is in agreement with what Seybold (2002), Lee & Chu (2001) and Weiland 
(1998) found in their studies investigating the experience of infertile men and women. 
Belief in spiritual healers was also described by many Muslim, Protestant and Catholic 
participants in this study. This finding is congruent with what Yebi (2000), Papreen et al. 
(2000) and Bhatti et al. (1999) found in their studies on infertile women in Ghanaian 
Christians and Bangladeshi and Pakistani Muslims. But the new contribution of the 
current study to the literature is expressing a negative impression of spiritual healers by 
strong Muslims and Christians. They saw spiritual healers as a “third person” who 
interrupts the spiritual relationships between human being and God. They also 
acknowledged that people who believe this, do not believe in the strength of their faith 
and consider it “weak”. These participants pointed out that in Islam having the third 
person in between is “Sherk” which means considering a human being at the level of 
God and viewing him as powerfiil as God. The Christian participant also believed that 
everything happens through the power of God, not individuals who pretend it is their 
supremacy which heals people. Belief in God as the primary source of healing even in the 
situations where IVF, medications, herbs and other treatments are used was expressed by 
Muslim, Protestant and Orthodox participants. They believed that without God’s power 
and “His insight into it” none of theses remedies can be efficacious. Also they believed 
that doctors are God’s mediators and they are capable to heal people only when God 
wishes. Belief in doctors as “God’s instrument” and the point that God acts through 
doctors to cure illnesses was also reported by Mansfield (2002) and Dyer et al. (2002).
The findings of this study showed that the majority of Shi’a and Sunni Muslim, 
Protestant, Catholic and orthodox infertile women endeavored to explore religious 
scholars’ views regarding assisted reproductive technologies (ART), particularly with 
respect to gamete donation. This finding is an original contribution to the infertility 
literature in the domain of ART. Although Schenker (1997) and Schenker & Shushan 
(1996) referred to the point of dominant influence of religion in the whole area of 
infertility treatment by ART in Asian and European countries, but they have not broadly
328
Robab Latijnejad Roudsari ChapterS: Final discussion and Conclusion
discussed it and have just mentioned it as a specific point. The findings of this study also 
suggested that some religious participants did not explore the religious views because of 
being in the preliminary stages of infertility investigation and treatment, being in personal 
disagreement with these procedures, and being careless regarding religious 
authorizations. Uncaring about religious views on ART was presented by some Catholic 
infertile women in this study which is congruent with what Inborn (2006) found in her 
study on infertile patients in Lebanon. She argues that many Catholic Christian patients, 
despite the Catholic Church prohibition, were happy to undertake IVF and also some 
Sunnis carried out donor procedures, in spite of Sunni consensus on their prohibition.
Based on the current study findings, Muslim, Protestant, Catholic and orthodox 
participants using religious prohibitions and authorizations managed undertaking ARTs 
in different ways. These various ways of controlling treatment processes have not been 
addressed in previous research and contributes to a greater understanding of infertile 
women’s treatment choices in a religious and spiritual context.
The findings of this study reflected the point that IVF is acceptable within the majority of 
Muslim and Christian participants and is deemed as a kind of advanced technology of 
reproduction which has no religious prohibition if it is carried out using the sperm and 
egg taken from wife and husband. But it also showed that some Protestant and Catholic 
participants expressed doubt and uncertainty regarding using IVF. These participants 
viewed IVF as a kind of interfering with nature and called the children which are 
produced through IVF “artificial children”. They also believed that life is sacred and God 
is the author of life and human being only starts helping. Protestants described that the 
cause of their hesitation is their concern about additional foetuses produced in the process 
of IVF which will be frozen. Catholic participants expressed that the cause of their anti- 
IVF perception has embedded in Catholic teachings which they have gained during their 
childhood or adult life in consulting catholic priests. Dutney (2007) argues that Catholic 
periests believe that the “ensoulment” takes place at the moment in which the oocyte is 
fertilized and so IVF is unadvisable, since it involves the deliberate creation of persons 
beyond the procreation and mother’s womb nourishment.
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Having said these different perspectives of infertile women on IVF in this study, it is 
worthwhile to review the outlook of religions on IVF. In spite of metaphysical 
differences between religions they have similarities in response to ART (Dutney 2007). 
In Islam, according to Sunni Muslim scholars, using IVF as long as the sperm and the 
egg are taken from the husband and wife and the resulting embryo is transferred to the 
uterus of the wife is allowed. In Shia Islam IVF either with couples or donor gamete is 
permitted. Various denominations of Protestantism including Church of England, Baptist, 
Methodist, Lutheran, Mormon, Presbyterian, Episcopal, United Church of Christ, 
Jehovah’s Witness, and Mennonite denominations have liberal attitudes towards 
infertility treatments and all allow IVF with spouse gametes and without any embryo 
wastage. The Vatican’s Congregation for the Doctrine of the Faith expressed the 
Vatican’s moral opposition to practices like in vitro fertilization (IVF) and embryo 
freezing (Greil 1989). But gamete intrafallopian transfer (GIFT) is acceptable (Schenkr, 
2000). The Eastern Orthodox Church supports medical and surgical treatment of 
infertility. However, IVF and other assisted reproductive technologies are absolutely 
rejected (Schenker 2005; Schenkr 2000).
As the findings suggest people may or may not obey religious perspectives in the 
situations where they have a dramatic feeling of desperation. These findings somehow 
reflects the point of Dutney (2007) who argues that when religion does not work well one 
way, people decide to try it in another way. For instance, in relation to childlessness they 
accept more challenges of ART.
Regarding gamete donation, the findings of the present study suggested a wide variety of 
outlooks including infertile women’s opposition, agreement, and ambiguity in relation to 
sperm/ egg/ embryo donations. This diverse views and the rationalization of religious 
participants affiliated to different religious denominations in the current study is an 
original contribution to infertility literature. There are very few original studies to 
investigate this sensitive issue, although there are many theoretical and review papers in 
the area of religious ethics in relation to ART (Dutney 2007).
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In this study the majority of religious participants expressed their objection with gamete 
donation even as the final resort to overcome their infertility. Their interpretation of this 
procedure was presented as “going to the extremes”, “a treat for next generation”, 
fulfilling a “huge moral dilemma”, and “something horrible”. They also referred to 
“otherness” of donor sperm or egg and called the child produced in such a way 
“illegitimated child”.
These findings confirm the findings of Hershberger (2007) and Abbasi Shavazi et al 
(2005) who explored experiences of oocyte recipients. Abbasi Shavazi et al (2005) in 
their study in Iran found that the main reason for viewing gamete donation forbidden, 
religiously and legally was women’s unawareness of religious scholars’ perspectives 
towards these techniques. However, they referred to some other reasons including being 
stigmatized by the society for not having a biological child and being unfamiliar with 
sociocultural and religious background of the owners of the gametes. Being concerned 
about moral and personal characteristics of the children in the future, and feeling that 
offspring will be different with other children who are given birth biologically were other 
justifications of infertile women.
The findings also showed that in contrast, some religious infertile women had no 
opposition to undertake gamete donation. They have mostly been Shia Muslims who 
were allowed to use these procedures according to their religious scholars’ views. This 
finding supported Abbasi’s Shavazi et al (2005) findings who reported that Iranian 
infertile women viewed gamete donation as an approved treatment procedures by 
religious scholars, and as a medical facility for saving their marital life which was being 
threatened. Agreement with using gamete donation was presented by few Catholic and 
Protestant participants in the current study. One of the protestants believed that it has not 
been addressed in holy book as a “sin” and all ethical issues related to it in the society is 
rooted in human being’s interpretations. Catholic infertile women emphasized that their 
decision would be more on a personal rather than religious basis and they believed in 
their own inner spirit not how the church feels about that, because it could not affect their 
decision. This finding confirms what Abbasi Shavazi et al (2005) found in their study in
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Iran. They have argued that some infertile women viewed gamete donation as a sin but 
they accepted it just for their devastation for having child in order to strengthen their 
marital relationships. It was that much important for them which made them not to pay 
attention to its religious dimensions and decided about it using their own logical 
reasoning, regardless of what religion and/ or convention refers to.
According to the study results, some of the religious infertile women experienced 
ambiguity and uncertainty. These participants consisted of Shia Muslims (despite of 
being religiously allowed to use gamete donation), Protestants and Catholics. It was the 
case when they either have not been convinced themselves or was not sure about their 
husband/ partner’s willingness to accept using gamete donation. Sometimes the cause of 
their hesitance and doubt was their imagination that they have not been at the stage where 
to consider gamete donation and because of that they had no good enough discussion 
with their partners.
8.6.2. Phase 8- Governing self
The findings of this study highlighted the point that religious participants using positive 
emotions like optimism, feeling of peace and self-confidence and also adopting religious/ 
spiritual coping strategies, which were all arisen from their religious teachings and divine 
outlook to life, endeavoured to handle the emotional burden of infertility peacefully. 
These findings are original and contribute to a greater understanding of the ways in which 
infertile women attempted to manage their self using a religious and spiritual perspective. 
It is not deniable that most of these participants also experienced pessimism and negative 
emotions like anger, anxiety, depression and jealousy in their journey which have 
extensively been discussed in infertility literature. But they did not feel to have any need 
to emotional and/ or psychological support and believed that their religious teachings 
were the best source of counselling and they were able to find everything in their holy 
books. Even some of the religious participants were eager to offer help to other people 
who were struggling with fertility problem and it shows their emotional strength.
As I mentioned, there are very few studies to address governing self using religious/
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spiritual meaning-making framework in the domain of infertility experience. One of these 
is Domar’s et al. (2005) study in which the role of religiosity and/or spirituality in 
shaping the subjective psychological well-being of infertile women has been explored 
using a quantitative approach. They found that infertile women with higher levels of 
spiritual well-being, as measured by the spiritual well-being scale, reported fewer 
depressive symptoms and less overall distress from their infertility experience. Domar et 
al. (2005) suggested a relationship between spirituality and the psychological well-being 
of women undergoing infertility treatment.
Also religious infertile women tried using religious and spiritual problem-solving 
strategies play an important role in promoting and maintaining their psychological 
competence. This psychological fitness, as Yangarber- Hicks argues, gave them a sense 
of empowerment which was an integral part of their recovery, i.e., the process of 
adaptation, transformation and self-discovery including changes in attitudes and values 
towards illness. The coping strategies which utilized by religious infertile women in the 
current study consisted of both positive and negative coping methods which is congruent 
with the classification of Pargament et al. (2004) and Pargament et al. (1998). They 
argue that the positive pattern of religious coping does not tell “the full story” and usually 
negative religious coping methods are also used which involve a tenuous relationship 
with God, spiritual struggle and a threatening view of the world. Pargamant et al. (1998) 
have also described another classification for coping which shows how people typically 
use religion as a way of enhancing the sense of control in coping including collaborative, 
self-directing and differing religious coping methods. In collaborative coping, control is 
viewed as derived through a relationship with God, whereas in self-directing method of 
coping it is seen as gained through the freedom God gives people to solve problems 
based on their own ability. In deferring style of coping, people delegate the responsibility 
for problem solving to God and do not try themselves. In the current study, the majority 
of religious participants used collaborative coping strategies. Minority of these 
participants used deferring method of coping. Self-directing style of coping was mainly 
used by non-religious participants.
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It is worthwhile to point out that infertile women in this study usually employed multiple 
religious coping strategies instead of single method to be able to cope with their stressful 
situation. Furthermore, with regard to various types of coping strategies, positive 
religious coping methods were used with more variety and frequency, compared with 
negative religious coping strategies. Also negative coping strategies used occasionally 
and not as a dominant method of coping. Regarding the impact of these two kinds of 
coping strategies many researchers believe that individuals who use positive religious 
coping strategies are able to view stressful events as opportunities for growth and 
development and this has a positive effect on their psychological well-being. In contrast, 
negative religious coping strategies are associated with more anxiety, depression and 
poorer quality of life (Boscaglia et al 2005; Maltby & Day 2003; Pargament et al 1998). 
The findings of this study supported this view, as infertile women who used positive 
religious coping methods experienced higher degree of peace and satisfaction and have 
been more acceptant.
It is notable that despite of growing body of quantitative and qualitative studies focused 
on religious coping in various health issues, and also literature on coping with infertility 
(Daniluk & Tench 2007; Peterson et al 2006; Lord & Robertson 2005; van den Akker 
2005; Lemments et al 2004) thus far, there is no study which has looked into the 
religious and spiritual coping strategies adopted by infertile women. There are few 
studies which have considered the cultural components of coping with infertility (Fido & 
Zahid 2004; Matsubayashi et al 2001). But the broad spectrum of coping strategies used 
by infertile women recruited from a good enough ethnic mixture in the current study is a 
new insight into literature on coping with infertility.
8.6.3. Phase 9- Dealing with others
Infertile women in addition to adopting strategies to manage their illness and their “self’ 
also tried to deal with others in an appropriate manner. From their points of view “others” 
included their husband/ partner, their relatives, friends and colleagues, and also health 
professionals who were approached in the process of treatment.
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Regarding their relationship with their husbands/ partners, the findings of the current 
study suggested that participants’ relationships were considerably affected by husbands/ 
partners’ religious beliefs and practices. Religious husbands, having a positive mentality 
and optimistic view, handled their wives’ infertility differently. On the one hand, they 
accepted it peacefully, as predetermined God’s plan and on the other hand, they tried to 
support their wives through giving hope and reassurance. In addition, they tried using 
religious advice and demonstrating religious role models, to encourage their wives to be 
patient and follow the treatment, regardless of the outcome. Overall, their religious 
beliefs aided them to be more understanding, sympathetic and gentle with respect to their 
wives’ feminine side which resulted in less vulnerability. The impact of religious 
involvement on marital fidelity, management of anger and conflict, enhancement of 
“interpersonal virtue”, marital commitment, marital satisfaction and marital stability have 
been reported by Dollahite and Lambert (2007), Dollahite & Thatcher (2006), Mahoney 
et al. (2001), and Marsh & Dallos (2000). In the field of infertility many studies in 
relation to marital adjustment have been conducted (Repokari et al. 2007; Holter et al. 
2006; Sydsjo et al. 2005; Peterson et al. 2003; Verhaak et al. 2001; Leiblum et al. 1998; 
Pepe & Byme 1991). But they have not addressed the role of religious and spiritual 
beliefs in adjusting marital relationships in infertile couples. For this reason, this study 
gives a new insight in this arena.
With regard to the society, the findings of this study demonstrated the social implications 
(feeling of vulnerability, gender issues, stigma, and social isolation) and also cultural 
stereotypes regarding infertility (being inevitably defined as mother, media stereotyping, 
and being jeopardized approaching other’s children) which have been extensively 
discussed in infertility literature (Papreen 2000; Blenner 1992; Dyer 2002a; Gonzalez 
2000; Greil 1997; Imeson & Me Murray 1996; Sandelwoski & Pollock 1986; Whiteford 
& Gonzalez 1995). The part of findings which are related to managing social issues using 
religious and spiritual beliefs and practices gives a new perspective into understanding 
the social experience of infertility in a religious and spiritual context. These findings 
suggested that infertile women’s religious views on socialization as a religious value 
motivated them to search reassurance through the love and care of congregation. The
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influence of participation in religious activities has been addressed in previous religious 
studies. Lodi-Smith and Robarts (2007), Yangarber (2004), and Batson et.al. (1993) 
argued that it is an important component of social investment and improves commitment 
to social adult role and gives a higher sense of personal empowerment and greater 
adherence to various components of recovery. Pieper (2004) argues that attendance in 
religious services is one of the most powerful emotion-focused coping styles which 
enhances patients’ psychological well-being. Also findings of this study revealed that 
having an active communication with other people from the same faith and sharing 
religious thought and practices resulted in intimacy and closeness and provided a superior 
social support network. Marks et al. (2005), Boscaglia et al. (2005), Kim & Seidlitz 
(2002), and Krause (2002) have similarly discussed that spiritual practices can enhance 
the development of supportive social networks. They have also argued that receiving 
more religious support tends to develop a closer relationship and connectedness with God 
and hence promote health behaviors and reduce negative emotions. The findings of the 
present study also showed that attending religious services encouraged infertile women to 
find an opportunity to serve community and to offer support to others to gain intimacy. 
They believed in prioritization of people’s needs instead of their own requirements. 
Having this perspective, they tried to contribute in serving religious services to help other 
people and at the same time achieve spiritual growth and development. This finding 
confirms previous research by Houston and Cartwright (2007), Marks et al. (2005), 
Mattis (2002), and Fletcher (2004) that have shown an interrelationship between belief 
system and social interactions with others, as well as with the Divine, in constructing life 
meaning. Considering these findings, I confirm the belief of Mattis (2002) who points out 
that religion and spirituality is not only an individual-level phenomenon, but also is a 
social phenomenon which can appear within individuals’ social ecologies. In conclusion, 
I argue that religious beliefs are influential for religious/ spiritual infertile women to 
handle their social implications and as a consequence being liberated from social 
isolation caused by infertility (Latifnejad et al. 2007b).
With respect to the health professionals, the findings revealed that some infertile women 
criticized fertility clinics for not paying attention to spiritual dimensions of infertility.
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They criticized health professionals for not taking spirituality into account in their 
practice. Muslim infertile women believed that doing rituals by the doctors before the 
treatment procedures provide them peace and relief which can affect the outcome of the 
procedures. Particularly in relation to embryo transfer they contemplated that 
religiousness of the doctor can make the process spiritual and it will affect the spiritual 
development of the baby. They pointed out that even if the procedures failed, still the 
long-term impact of positive approach by health professionals would be remained. 
Protestants believed that addressing religious and spiritual issues by health professionals 
would be peaceful, encouraging, positive and make the experience favorable and 
pleasant. However they did not view it as something “necessary”, because they believed 
that God has the absolute power and he is the one who determines the efficacy of 
treatment, either the doctor is a believer or an “agnostic”. Catholic infertile women 
expressed their expectation from health professionals as “honesty, clarity and coming 
from the place of loving and caring” which could be linked to God rather than 
specifically religion. They also emphasized on IVF clinics as particular treatment settings 
which are not comparable with other settings. They believed that IVF clinics are creating 
babies and dealing with people’s life. So it is expected that they try to be warmer, more 
sympathetic and understanding and do not approach people like “lab rats” or “numbers”. 
Although paying attention to existential needs of infertile women has previously been 
addressed in infertility literature, but incorporating religion and spirituality into the 
holistic care of infertile women is an original contribution in this domain.
8.7. Stage 4- Coming to terms
In the final stage of infertile women’s journey, i.e., coming to terms, they went through 
two phases including challenging for last resort and transforming life.
8.7.1. Phase 10- Challenging for last resort
The findings of the current study illustrated that religious infertile women, as their last 
resort, chose either remaining childless or adopting child. Participants who refused 
adoption believed that the adopted child would be “stranger” and would not have the 
same identity of the parents. Moreover, they thought that their love and affection to an
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adopted child could not be as similar as their own child; because of not establishing an 
early bonding at the time of childbirth. Additionally, they were concerned of possibility 
that the child be requested back by his parents. Infertile women who expressed their 
willingness for adoption believed that firstly, it is highly valued by religions and 
secondly, it is an opportunity to understand and meet needful children’s requirements. 
Choosing childlessness and adoption as the last option to overcome infertility has 
previously been addressed by Blener (1990).
8.7.2. Phase 11- Transforming life
Infertile women in this study after experiencing ups and down in their long-term and 
stressful journey, in which they tried to rely on a higher being through using a religious/ 
spiritual meaning-making framework, came to terms that they can have a fruitful, 
dynamic, and happy life even without a child. They believed that the whole process of 
struggling with different dimensions of infertility cannot threaten or lighten their belief in 
God and they still would be appreciated and grateful. They had an understanding of 
God’s love and a deep awareness of God’s presence in each moment of their life and 
viewed God as unique resource of hope, benefit, protection and comfort. Their belief in 
miracles which was in accordance with the stories which they read in their holy books put 
them in a transcendent hope to be optimistic for having child in the “right time”. Hence, it 
seems that their spirituality as far as they came to terms got stronger and they achieved a 
kind of spiritual strengthening embedded in religious hope to a higher being.
In Conclusion, the findings of the current study in relation to infertile women who 
reported themselves as religious and/ or spiritual, regardless of their specific religion or 
denomination, suggested that there are commonalities between experiences of these 
participants in terms of their whole perspective regarding infertility and the way of 
approaching the different issues of fertility problem. The underpinning assumption for 
this may be the unique teachings, principals and ideals of monotheistic religions. These 
congruencies not only were found between religious respondents, but also were 
recognized between religious participants and the participant with only spiritual beliefs 
and without any religion. However, the commonalities were mostly in relation to intrinsic
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and not extrinsic dimensions of religious orientation. For instance, feeling of spiritual 
awareness and “thinking very much to other world’s matters, praying to the creator, 
privately” and also expressing fatalistic views by saying “my life is in the creator’s 
hand” or “all the life is mapped out” by the spiritual participants indicates these 
participants’ belief in a higher being who has absolute control over their life.
In addition, looking at whole interviews from a general perspective reveals that religion 
and spirituality has been addressed somehow throughout all the narratives, although the 
way of presentation might be different. The analysis of data elucidated that the belief 
system of the majority of participants is spread over all aspects of their life and affects 
their personal, marital, social, psychological and treatment experiences which 
consequently affect their approaches to deal with this crisis. It acts like an umbrella and 
distinguishing it from other aspects of life is complicated.
8.8. Non-religious perspectives
The findings of the present study suggested that non-religious infertile women 
encountering infertility had the same abrupt appraisal as religious infertile women 
showing attributes like disbelief, uncertainty, and questioning. But their subsequent 
reappraisal was different with religious participants. Non-religious participants 
reappraised the cause of infertility as a medical issue without any relationship with 
spirituality. They mentioned different physical, chemical, medical and psychological 
causes of infertility; although some of them expressed their doubt and confusion on 
hearing from women who had no definite problem and could not be pregnant. These 
participants described it as “bad luck”. Moreover, non-religious participants reappraised 
infertility as a feeling of incompleteness, an inability to fulfil the feminine role, a feeling 
of loss, something difficult to understand and the hardest experience that they have ever 
had. These reappraisals were somehow rooted in their upbringing in a pronatalist society 
in which motherhood was a social norm. These kinds of reappraisal were presented by 
some of the religious participants as well.
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The feeling of self as different to others was the same in most of the religious and non­
religious participants. Only a few religious participants were convinced of the situation 
and had acknowledged the difference in creation and believed that God has created 
people differently and it does not matter if they have been created as infertile. Regarding 
accepting self as infertile, non-religious participants expressed that their dealing with the 
situation over time resulted in gradual acceptance and a “great determination”. They 
thought that it was just ''the passage o f time'' that led them to get used to the issue and 
become stronger and more determined, whereas religious participants used a religious/ 
spiritual meaning- making framework and tried to accept infertility as a God-given 
phenomenon. Disclosure of infertility was a difficult process for both religious and non­
religious infertile women. Just one religious participant did not feel embarrassment and 
humiliation from disclosing her illness.
In terms of managing illness, all participants either religious or non-religious explored 
medical expertise, particularly in relation to assisted reproductive technologies to resolve 
their fertility problem. But religious participants concurrently sought religious views. 
With respect to gamete donation both non-religious and religious participants expressed 
the same variety of outlooks. Some did not agree, some asserted that they would choose it 
as the last resort in circumstances where they really had no other choice to conceive and 
some had no objection to use it, as they thought that they would be able to experience 
motherhood only through this means. Regarding hope and expectation for treatment 
outcome, all participants either religious or non-religious were hopeful to attain a 
successful pregnancy at the end of their investigations and treatment. It was the same in 
participants who had just started the investigations or those who had been under 
treatment for many years and they believed that without hope following treatment was 
not possible. But the nature of hope was different. Religious participants’ had a 
transcendent hope which arose from their belief in God’s blessing and miracles.
To govern self, all infertile women demonstrated a variety of negative and positive 
emotions in confrontation with their fertility problem. It was nearly identical in both 
groups of religious and non-religious participants, apart from some positive emotions
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which arose from religious outlooks of religious participants on life such as optimism, 
peace and self confidence. With regard to adopting coping strategies to manage self, non­
religious participants mainly employed non-religious coping methods including 
ignorance (putting it away), compensation, changing lifestyle, self-reliance, gradual 
adaptation, friendship, seeking medical resources, and relaxation therapy. It is notable 
that religious participants also used these methods in conjunction with religious coping 
strategies.
Non-religious infertile women’s approaches to deal with others i.e., their husband/ 
partner, society and health professionals, somehow were the same apart from some 
additional strategies that religious participants adopted using their religious/ spiritual 
meaning-making framework. For instance, regarding their marital relationships they tried 
believing in God’s will and establishing a divine relationship to have a faith-based 
optimism and spiritual sympathy and adjust their relationships peacefully. With respect to 
managing the social implications, they benefited from attendance at religious services and 
as a result received religious and spiritual support. In relation to health professionals, 
religious infertile women expressed their expectation and critiques of health professionals 
for not addressing spiritual issues in their practice.
In making a decision for their final approach to infertility some non-religious participants 
chose gamete donation as the last resort to overcome their fertility problem. They 
expressed that they will make their extreme attempts to have a successful gamete 
donation; because it is the only way through which they would be able to experience 
motherhood. But they emphasized if ultimately it did not happen they would consider 
adoption. But religious participants described how they would choose either childlessness 
or adoption as the last alternatives for resolving their fertility problem. Getting on with 
life and transforming life toward paying attention to a higher being were also experienced 
by some non-religious participants who started questioning, self-criticism and looking for 
religious teachings. They experienced a kind of spiritual awakening and expressed a 
sense of relief at being able to hand over their fertility problem to a power greater than 
self who could influence one’s life. One of the non-religious participants believed that
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turning to a higher power in tricky circumstances is just all human beings’ need and 
because she is a human so she has the same substantial needs of all human beings, which 
is directing attention to a “great being” and getting help from Him. According to her, 
most of the people are “desperately” trying to find something to be able to lean on in their 
difficult circumstances. She pointed out that although her husband and her family are big 
sources of support for her, deep down she believes in a “higher force” which is something 
that she was dealing with. The other participant elaborated her new thoughts regarding 
religion, her interest to know more about religion and her intention to go to a course to 
learn about Christianity which suggested she was moving towards the transitional stage 
of faith.
To sum up, these findings suggested that the majority of participants, either infertile 
women who perceived themselves as religious and/ or spiritual or women who considered 
themselves non-religious/ non-spiritual showed elements of spirituality at some stages in 
their long-term journey. Even though, the way of expression of spirituality and also the 
level of spiritual understanding within various participants was different, as they made 
sense of their situation, went through illness processes and came to terms.
This study by providing a broader view of infertile women’s spiritual perspectives, 
contributes to a greater understanding of spirituality. I argue that spiritual thought and 
reflections shaped in the majority of infertile women in the process of struggling for a 
resolution, while they confronted the hardship of infertility, was irrespective of having 
religious beliefs or not. It seems to me that the participants, who considered themselves 
non-religious, when they came to terms gradually started questioning and self-criticism 
and at the end experienced a kind of spiritual awakening which was a crucial step in 
developing a relationship with a higher power to be able to rely on. Green et al. (1998) 
have argued the process of spiritual awakening in the recovery from addiction. They 
suggested that people in recovery often undergo life transformations as a result of 
embracing a Higher Power. They argued that a relationship with a higher power opens 
peoples’ mind to the possibility that some power, greater than self, is influencing their 
life. Gonzalez (2000) also described infertility as a transformational process which
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resulted in meaningful philosophical and spiritual changes within life. She argues that 
this transformation can involve a definite turning point or a progressive change in the 
cycles of hope and despair. Thomas and Retsas (1999) argue that in the process of 
transacting self-preservation following a diagnosis of terminal cancer, a deeper spiritual 
perspective develops, regardless of a person’s religious/ non-religious beliefs. Thomas 
and Retsas (1999:200 citing Stiles 1990) commented that one’s own spirituality is 
experienced when a person is receptive and approachable and open-minded to it. 
Narayanasamy (1996) supporting this idea pointed out that considering spirituality as 
something only inherent in formalized religions creates this misunderstanding that people 
with no organized religion have no spiritual need.
Also the findings of the present study regarding non-religious spirituality are consistent 
with what Murray & Zentner (1989) argues. He states that in every human being there 
seems to be a spiritual dimension, a quality that goes beyond religious affiliation, which 
struggle for inspiration, respect, meaning and purpose even in those who do not believe in 
God (cited in Culliford 2002:1435). I argue that may be this is not the case while people 
are in a state of well-being and do not have to struggle with hardship in their life, 
therefore they do not feel any requirement to get help from a higher power. But it is 
particularly the case when people see themselves in desperation and have a feeling of 
devastation due to being pressurized by life crises. Hall (1988) has argued that illness 
itself brings meaning and purpose and promotes spiritual growth. Green et al. (1998) also 
argued that the ability to talk to a higher power provides the troubled individuals an 
opportunity for reflection in times of trouble. In the current study even infertile women 
who claimed they have no belief in religion and spirituality confronting adversities 
acknowledged their relationships with God and calling Him in hard situations by saying 
"O ’ God please save me" and then accepted that they were in contradiction.
8.9. Strengths of the study
There are several reasons which elucidate the strength of this study. The first reason is 
adopting a qualitative approach to conduct the study. Taking the dearth of research on 
experience of infertility in its religious and spiritual context into account, it seemed that a 
qualitative inquiry was a suitable and fit approach to gain insight into this unexplored
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area of research in fertility studies. Qualitative approach permitted the researcher to study 
selected issues in depth and detail and attempt to interpret phenomena in terms of the 
meaning people bring to them (Denzin and Lincoln, 1994). Qualitative methodology was 
considered to be superior at this initial stage of investigation in this arena, as it allowed 
for an open-ended generation of ideas, yielding a conceptual framework and developing a 
theory which is grounded in infertile women’s religious and spiritual beliefs and 
viewpoints. It seems to me that so far no study on infertility and religion/ spirituality has 
gone into such depth.
Adopting feminist grounded theory as the study design which is a kind of theoretical 
triangulation is further evidence of the strength of this study which is new in studying 
infertility which enabled researcher to give voice to the thought, perceptions, experiences 
and actions of religious and spiritual infertile women. This research can point the way 
toward improved assessment, counselling, education, and intervention which could be a 
basis for significant change in infertile women’s holistic care.
The other proof of the study’s strength is collecting data from two large referral hospitals 
in London and one referral infertility research centre in the East of Iran which admit 
diverse sample of infertile women in the UK and Iran. This kind of data collection made 
it possible to generalize the findings to a wider population.
Providing a good enough religious diversity of infertile women who were affiliated to 
various religious denominations and also different ethnic groups was another strong point 
in this study. It is acknowledged that including all of the UK religious communities 
because of recruitment difficulties, which are discussed in the section of limitations of the 
study (P. 348), was not possible. Including non-religious infertile women in this study 
gave it a unique feature in comparison with most of the existing studies on religion.
I also argue that many concepts related to various dimensions of the experience of 
infertility have been addressed in this study for the first time which I have referred to in
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the aforementioned discussion in this chapter and highlight them below as the 
contributions of my study to the theory, knowlegd and methodology.
8.9.1. Contribution to the theory
Having chosen a feminist grounded theory as methodology in this research, I could 
generate the substantive theory of “relying on a higher being” in the context of 
experiencing infertility in a religious and spiritual background. This theory presents a 
broad perspective and overview of overall experiences of infertile women who affiliated 
to different denominations of two major monotheistic religions i.e. Islam and Christianity 
in the British secular society and Iranian religious community. It also reflects experiences 
of infertile women who had no affiliation to any religion but considered themselves either 
spiritual or non-religious.
It suggests that the experience of infertile women is well understood as a four stage 
process including 1) encountering the problem 2) challenging acceptance 3) struggling 
for a resolution and 4) coming to terms. The fundamental feature in this theory is the 
centrality of “relying on a higher being” as infertile women move through these stages, 
that is, both religious and non-religious women show some degree of spirituality at 
different stages of their long-term journey. Even though, the way of expression of 
spirituality and also the level of spiritual understanding within various participants are 
different. In other words, infertile women with stronger religious and spiritual beliefs 
show a higher level of spiritual surrendering and reliance and experience a feeling of 
“spiritual strengthening”. Whereas non-religious infertile women at the end of their 
journey start a process of questioning and self-criticism and direct their attention towards 
understanding the concept of spirituality and getting help from a higher being. As a result 
they experience a kind of “spiritual awakening” which gives them more empowerment 
and strength at the end stage of their illness.
Such a theory contributes in-depth to the literature by offering rich explanations of what 
infertility means to women in a religious and spiritual context. It also helps to bring a 
greater understanding of the religious and spiritual dimensions of infertility through new
345
Robab Latifnejad Roudsari ChapterS: Final discussion and Conclusion
empirical evidence. In addition, it makes health professionals conscious of the religious/ 
spiritual infertile women’s conceptualization of infertility and the influence that it may 
have on their approach in dealing with their fertility problem.
8.9.2. Contribution to knowledge
Although some of the findings of this study are compatible with the findings discussed 
occasionally in infertility literature but its main contribution to knowledge is presenting a 
broad perspective of different dimensions of infertility including individual, marital, 
social, psychological, treatment and coping experiences of infertile women in a religious 
and spiritual context. Also presenting a diverse idea of Shi’a and Sunni Muslim, 
Protestant, Catholic, orthodox and also non-religious infertile women, which has not 
previously been addressed in literature, makes the contribution of this thesis significant to 
the knowledge.
The impact of individuals’ belief system on directing their spiritual journey, which will 
be referred to in this part, is also an original contribution to the infertility literature. Using 
a religious/spiritual meaning-making framework by religious participants to reappraise 
their illness spiritually as God’s test, God’s will, being chosen by God and viewing 
infertility as a life enriching experience, and also reappraising the cause of infertility as 
something spiritual and demonstrating the various levels of beliefs in spiritual causation 
of infertility all are salient issues in terms of contribution of this thesis to infertility 
literature.
The findings of this study suggested a various range of healing beliefs of religious 
infertile women which affected their preference of treatments and their decision making 
for employing assisted reproductive technologies as treatment options. These broad 
ranges of healing beliefs have not been previously discussed in sum in infertility 
literature. So it seems that it is an original contribution to this field. Also employing 
religious prohibitions and authorizations in various ways to manage infertility treatment 
have not been addressed in previous research and contribute to our greater understanding 
of infertile women’s treatment choices in religious and spiritual contexts. Moreover, the
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findings of the present study suggested a wide variety of outlooks in relation to sperm/ 
egg/ embryo donation. These diverse views and the rationalization of religious 
participants affiliated to different religious denominations in the current study add new 
contributions to infertility literature. ’
This study highlighted that religious participants by means of positive emotions like 
optimism, feeling of peace, self-worth and self-confidence and also adopting religious/ 
spiritual coping strategies, could tolerate the emotional burden of infertility peacefully. 
The broad spectrum of coping strategies used by infertile women recruited from a diverse 
religious group and at the same time a good enough ethnic mix in the current study are 
new insights into literature on coping with infertility and contribute to a greater 
understanding of the ways in which infertile women attempted to manage their self using 
a religious and spiritual perspective.
The role of religious and spiritual beliefs in adjusting infertile women’s marital 
relationships has not already been addressed in infertility literature and opens up a new 
perspective in this arena. The study findings in relation to social experience of infertility 
also revealed that infertile women’s religious views on socialization as a religious value 
motivated them to search for reassurance through the love and care of congregation. In 
addition, attending religious services encouraged them to find an opportunity to serve 
community and to offer support to others to gain intimacy. Managing social issues using 
religious and spiritual beliefs and practices present a new standpoint into understanding 
the social experience of infertility in a religious and spiritual context.
This study highlighted a unity and analogy between experiences of infertile women 
affiliated to various monotheistic religions which make an original contribution to 
infertility literature. I argue that the underpinning assumption for this commonality may 
be the unique teaching and ideals of monotheistic religions.
Finally this study, providing a broader view of infertile women’s spiritual perspectives, 
contributes to a greater understanding of spirituality; as it showed that spiritual thoughts
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and reflections shaped in the majority of infertile women in the process of struggling for 
a resolution while they confronted with the hardship of infertility, irrespective of having 
religious beliefs or not.
8.9.3. Contribution to the methodology
Another contribution of this study is adopting feminist grounded theory as the theoretical 
perspective that underpins the study. Although feminist grounded theory has been 
previously used as an established research method for research in the domain of women’s 
health, but in this study it was applied to a new setting, i.e. infertility, which makes the 
contribution of this thesis important to methodology. Also application of a particular 
discourse of feminism, that is, Islamic feminism to the method of grounded theory is an 
original contribution to the methodology in this field. Conducting research on the 
experience of infertility in a religious and spiritual context, adopting such a mythology, 
by a Muslim female researcher itself is something new and builds an important 
contribution to the methodology.
8.10. Limitations of the study
In the process of exploring religious and spiritual experiences of infertile women, it is 
important to keep the limitations of this study in mind. The researcher confronted 
different limitations in recruitment, sampling, setting, data collection and analysis which 
will be discussed below.
8.10.1. Recruitment
Considering the nature of the UK which is a multifaith/ multiethnic society, being unable 
to include all of the religious/spiritual groups which exist in the UK population in the 
study is a limitation and caution should be used in generalizing the findings beyond the 
specific population in this study, i.e., Muslims, Christians, and non-religious participants. 
It was planned and endeavored to recruit Jewish participants to be able to provide 
discussion on all monotheistic religions, but because of confronting difficulty in 
accessing this group it was not achieved. Also having less opportunity to recruit a 
reasonable number of non-religious infertile women due to the orientation of the research
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topic towards religion and spirituality and being discouraged by the meaning of the word 
of “religion” for non-believers, was another limitation.
Other reasons for not having a great diversity in religious faiths were recruitment of just 
volunteer infertile women subject to ethical considerations, and also immediate refusal of 
some infertile women to take part in the study because of the sensitivity and secrecy of 
both concepts of “religion” and “infertility”. Not showing any interest by some of the 
potential participants in taking part in the study because of the dissimilarity of the 
researcher’s age, social class, ethnicity, religion, first language, culture and clothing was 
another possible reason. Less inclination by women from the working class or women 
from other ethnic/ cultural groups were other reasons. It seemed to me that they were 
probably less confident to be able to express themselves, may be because of linguistic or 
cultural issues.
Most of these issues were out of the researcher’s control. But it was endeavoured to 
restrain them through increasing the length of data collection and sample size and also 
using additional sites for collecting data.
8.10.2. Sampling
In this study a relatively small sample size were investigated. This is a common issue in 
qualitative methodologies in general and in grounded theory in particular. In grounded 
theory, selecting theoretically informed samples minimizes the possible bias arising from 
selecting convenience small samples (Mays & Pope 1995). In other words, although the 
sample size in this study was small but it was purposeful and the logic and power of 
purposeful sampling lies in selecting information-rich cases for in-depth study (Patton 
1990). The latter is not a prime requirement in qualitative research when the objective is 
to understand social processes (Mays & Pope 1995). In grounded theory, the researcher 
deliberately selected a sample of individuals who were theoretically representative of the 
role or position needed for the study.
The other sampling issue was that all the participants were infertile women who attended 
fertility clinics to seek infertility treatments. Exclusion of infertile women who did not
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seek infertility investigation and treatment procedures, due to financial problems, 
emotional issues or personal choices was another limitation. Also excluding participants 
who had adopted a child or women who did not wish to be interviewed or women who 
were unable to speak in English were among other sampling issues.
8.10.3. Setting
The setting for data collection was outpatient clinics which was the setting that was 
approved by the Ethics Committee for this study. These clinics admit patients for few 
minutes/ hours and because of that most participants have just been in the clinic for a 
short time and their hurry for getting back to their job and also problems like not having 
enough time for parking caused some interviews to be conducted superficially or 
alternatively terminated while incomplete. To deal with this problem there was an 
attempt not to include superficial and incomplete interviews in the analysis.
In addition, husbands/ partners’ accompanying their infertile wives and their rush to get 
back to their work was a kind of interruption for interviewing women in the presence of 
their husband/ partner. For this reason, infertile women who attended clinic alone had 
more chance to be interviewed in-depth.
8.10.4. Data coliection
Challenging issues for the researcher in the phase of data collection and the strategies to 
deal with them have been described in detail in the chapter on method (P. 133).
8.10.5. Analysis
The researcher’s concerns and thoughts related to the analysis of the data have 
extensively been discussed in the chapter on “the process of data analysis”. In a few 
words, one potential limitation of this study was the researcher’s reliance on participants’ 
self-reports of their religiosity and spirituality (Yangarber-Hicks 2004). Nevertheless, it 
was endeavoured to use a quantitative tool to measure the religious status of the 
participants in order to use both qualitative and quantitative approach.
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The other point is the influence of the researcher’s own perceptions and understandings, 
her assumptions as a health professional and her religious beliefs as a Muslim believer on 
the nature of data collected and also on the process of data analysis which has already 
been discussed (P. 163).
8,11. Generalizability
It may seem that some of the limitations which were already discussed can threaten the 
generalizability of the research findings. However, it is worthy of note that in qualitative 
studies the researcher does not attempt to generalize his/ her explanation in an empirical 
way, instead, he/ she tries to make a theoretical generalization which is more productive 
(Mason 2002). Instead of statistical representativeness, qualitative research is concerned 
with typical cases and tries to establish ideal, extreme and relevant types. This implies 
that sampling is done according to theoretical-systematic considerations instead of 
according to chance. Thus generalization is achieved by presenting typical cases and not 
by stochastic cases (Belzen 2006). I tried through applying theoretical sampling, which is 
aimed at developing, consolidating and saturating emergent categories, to develop the 
evolving theory (Strauss & Corbin 1998). Strauss and Corbin (1998) indicate that the 
more systematic the theoretical sampling, the more variations will be discovered and built 
into the theory, and, hence, the greater its explanatory power. They also argue that the 
purpose of a theory-building methodology is to build a theory, so the researcher talks 
more the language of “explanatory power” rather than that of generalizability, which 
means “predictive ability”, i.e. the ability to explain what might happen in given 
situations (Strauss & Corbin 1998). I acknowledge that a substantive theory, which is 
developed from the study of one small area or from one specific population, has not the 
explanatory power of a larger, more general theory. But the real merit of a substansive 
theory lies in its ability to talk specifically for the population from which it was derived 
and to apply back to them (Strauss & Corbin 1998). I would say that although the 
findings of this study are related to a particular population, i.e. infertile women who 
sought infertility treatment, but this thesis demonstrates that there is a strong case for 
making generalisation for those women who do experience infertility in this way. This 
generalisation is important for policy making and policy formation.
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8,12, Implications for practice
The findings of the current study highlighted the experiences of infertility within a 
sample of women affiliated to different denominations of two major monotheistic 
religions. It reflected the need for sensitivity to religious and spiritual issues in the 
context of infertile women’s medical investigation and treatment as well as counselling of 
infertile women. The findings suggested that religious and spiritual infertile women enter 
the process of investigation and treatment informed by their religious/ spiritual 
backgrounds, so that these beliefs should be considered and addressed respectfully. This 
need of patients is dramatically important even if treatment, due to lack of resources or 
any unknown factor, cannot be offered. Elkins & Cavendish (2004) argue that spiritual 
care may be the only source of comfort and relief when a cure is not possible. 
Department of Health (2002) also declared that even non-religious people have spiritual 
needs. Considering the possibility that infertile women may not be treated at all and 
remain childless throughout their whole life, offering spiritual care may provide 
psychological well-being for infertile women. For this reason, mainstream health 
professionals who approach infertile women should start to recognize the importance of 
the religious/ spiritual meaning-making framework which is utilized by their patients to 
approach stressful life experiences like infertility (Park 2005). Domar et al. (2005) argue 
that clinicians should be prepared to discuss religious and spiritual issues with their 
patients, as those issues may play an important role in the psychological health of 
infertile women and in their response to infertility treatment.
To achieve this goal it is essential that the multidisciplinary team who approach infertile 
women including doctors, midwives, nurses, psychologists and counsellors, fertility 
clinics managers, and chaplains all engage in this endeavour through adopting strategies 
to address spiritual issues in their practice. These professionals should be aware of the 
potential beneficial effects of religious coping on well-being for religious participants. 
This means that their assessment and treatment procedures should include patient’s 
religious resources (Pieper 2004).
Physicians should be encouraged to be attentive to all dimensions of patients and treat 
them as a whole person with all physical, social, emotional and spiritual needs. They
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should have the ability to develop a basic understanding of the patients’ religious and 
spiritual culture and to identify patients who are struggling with these issues. They should 
use active-listening skills to encourage the patients to share all their pain, hopes, and fears 
(Kliewer 2004; Puchalski 2001). They also can obtain a spiritual history which opens the 
doors about beliefs and values, coping strategies, and support systems and finally provide 
an opportunity to give compassionate care (Puchalski 2001). Some of the developed tools 
for this purpose are B-L-I-E-F assessment tool (McEvoy 2000), F-I-C-A (Puchalski & 
Larsen 1998) and S-P-I-R-I-T (Highfield 2000). But it is crucial that health professionals 
understand professional boundaries when they discuss spiritual issues with patients. It is 
suggested that they listen, support and do not guide or lead and involve chaplains as 
members of the multidisciplinary health care team. It is clear that in-depth spiritual 
counselling occurs under their direction (Puchalski, 2001).
Nurses and midwives are the key professionals who should consider spiritual care as a 
valued and integral component of holistic care and should try to incorporate it in their 
practice. But they might feel inadequate to offer spiritual care due to personal, knowledge 
and institutional barriers. These barriers have been identified as 1) viewing spiritual 
needs of patients as private and being uncomfortable dealing with it 2) experiencing 
personal embarrassment, discomfort or uncertainty with women’s spirituality 3) a lack of 
knowledge because of minimal education related to spiritual care and having difficulty 
for distinguishing spiritual needs from psychosocial needs 4) having insufficient time to 
care for spiritual needs and 5) not having access to environments for providing spiritual 
care (McEven, 2005). Having considered all of theses barriers, it is an expectation of 
nurses and midwives to capture the spiritual needs of infertile women in the domain of 
holistic care in contemporary fertility clinics. Spiritual care can be accomplished through 
active listening, being receptive and attentive, creating a trusting relationship, inspiring 
hope, conveying acceptance, respect and a nonjudgmental approach, demonstrating 
empathy. Facilitating expression of feelings and thought, letting patient to initiate 
discussion of spirituality, being knowledgeable about religious and spiritual beliefs, 
facilitating meditation and religious practices, holding hands/ touch, praying with or
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praying for another and referral to a spiritual care expert (McEven 2005; Taylor & 
Mamier 2005) are the other strategies to provide spiritual care.
Psychologists and counsellors’ contribution in providing spiritual care also is vital. 
Because holistic care should not only be addressed fiom a medical perspective, it should 
be addressed from a psychosocial point of view as well. This aim can be achieved by 
ensuring that the community of professionals working in fertility clinics including both 
medical staff and psychosocial professionals work together to maintain good practice 
with regard to medical and psychosocial care for infertile women. Collaboration of these 
professionals to provide spiritual care can give a more holistic approach to infertile 
women’s care and will help infertile women better come to terms with their experiences 
(Latifnejad et al 2007d). Assessing the guideline for counselling in infertility, which has 
been provided by collaboration of many countries (UK, Germany, Spain, Belgium, 
Switzerland and New Zealand) for both medical and psychosocial professionals (Boivin 
et al 2001) reveals that religious issues have only been addressed in one section (out of 
six) regarding third party reproduction (gamete and embryo donation and surrogacy), 
whereas it can be incorporated in other sections as well.
Managers and administrators should try to review and revise the policies related to 
spiritual care and encourage their staff to address spiritual issues and be reassured that it 
is being implemented by health professionals. Moreover, they should attempt to arrange 
training sessions for this purpose if members of staff have not been taught already in their 
university- based program. They can also provide institutional facilities such as sufficient 
time and appropriate places for providing spiritual care. Supporting research projects 
addressing spiritual needs of patients and intervention strategies will also be helpful to 
meet this neglected component of a patient’s care.
8,13, Implications for legislators and policy makers
In this study I explored the role of women’s spirituality in handling one issue of women’s 
health, i.e. infertility. Lauver (2000) has argued that both concepts of women’s health and 
women’s spirituality, because of placing women at the centre of reflection and activity, 
share feminist foundation. I support Lauver’s (2000) view that both these processes
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continue to develop more egalitarian relationships and to establish women-centered 
norms in spiritual and health practices. I also hold Lauver’s perspective that both 
women’s health and women’s spirituality contribute to value formation of communities 
that foster society for women’s empowerment individually and collectively.
I have also tried to adopt the criteria of a feminist analytic model applied by Bunting
(1997) to women’s health studies in this feminist grounded theory study. These criteria 
include: 1) implying the purpose of benefiting women 2) valuing women’s experience 3) 
awareness of infertile women’s diversity 4) recognition of conditions that oppress women 
5) portraying women’s strength and 6) commitment to social change. Reinharz (1992), 
the feminist scholar, has similarly argued that feminist research should contribute to the 
welfare of women, in addition to contribute to knowledge. In the words of American 
sociologist Margaret Andersen “feminist studies are not intended to construct abstract 
empirical analyses of gender, nor to develop grand theories that have no relevance to the 
lives of actual human beings. Rather their purpose is the transformation of gender 
relations and the society in which we live” (cited in Reinharz 1992: 252). I believe my 
grounded theory research using a feminist perspective has constructed an empirical 
analysis of gender, has developed theory and has attempted to transform gender relations 
in the societies in which we live. Reinharz (1992) has also argued that feminist research 
is obligated to contribute to social change through consciousness-raising or specific 
policy recommendation. This connection to social change makes research practical as 
well as scholarly.
Based on the results of this study one of the issues that can be recommended to legislators 
and policy makers is considering religious concerns of infertile women in legislations and 
policies, in addition to legal, social, and ethical issues related to infertility treatment. 
Bernier & Grégoire (2007) argue that controversial developments in the field of 
reproductive technologies has raised various ethical, legal, religious and scientific issues 
which pressure governmental authorities to legislate and to take action. It is a fact that 
assisted human reproduction is an area which needs to be controlled in order to limit 
possible abuses and excesses. I believe that the protection and promotion of human
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health, safety, dignity and rights in the use of assisted reproductive technologies should 
be fulfiled by establishing safeguards and control systems. These systems help regulating 
adequate conduct and prohibiting unacceptable practices such as cloning (Bernier & 
Grégoire, 2007).
Also existence of different perspectives among the authoritative religious scholars 
regarding prohibition or allowance of these procedures on the one hand and commitment 
of many religious people to religious authorizations on the other should draw legislative 
authorities’ attention to religious issues when they deal with such cases. Recently the 
Human Fertilisation and Embryology Bill [HE] has been introduced in the British House 
of Lords on 8th November 2007. The purpose of the Bill is to amend the law relating to 
assisted reproductive treatment and embryo research. The Bill amends many of the 
provisions of the 1990 Human Fertilisation and Embryology Act, but the main features of 
the existing model of regulation are retained. Hence, a revised and updated legislation for 
assisted reproduction and changes to the regulation and licensing of the use of embryos in 
research and therapy will be provided (Human Fertilisation and Embryology Bill [HE 
Bill 6]. Although I know, there is nothing related to religious issues in the 1990 Act, it is 
notable that the requirement to offer counseling has been pointed out in the Human 
Fertilization and Embryology Act 1990 (c. 37). Also it has been emphasized that infertile 
couples should be given a suitable opportunity to receive proper counselling about the 
implications of taking the proposed steps, and be provided with relevant information as 
appropriate (Human Fertilization and Embryology Act 1990). Also the Department of 
Health’s evidence based clinical practice guideline has mentioned that the government is 
aware of the evidence of the benefits of counselling and believes that it can play a 
valuable role in helping patients make informed reproductive decisions and understand its 
implications (Department of Health). The importance of counselling has been pointed out 
in Human reproductive technologies and the law (Human reproductive technologies and 
the law).
Appointment of at least one member of staff to fulfil the role of counselor has appeared in 
the Human Fertilization & Embryology Authority code of practice as well. In the
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guideline for good practice in infertility counselling provided by the British Infertility 
Counselling Association (BIGA) takes account of the client’s cultural and faith context 
(2.2, P.l) and also the ethical, cultural, social and faith issues raised by assisted 
conception treatments and research (7.4, P.8) and is mentioned twice (British Infertility 
Counselling Association). But no guideline to address faith issues in practice has been 
provided. In the guideline for counselling in infertility which has been written in 
collaboration with the UK, Germany, Spain, Belgium, Switzerland and New Zealand, 
only one section exclusively deals with third party reproduction (gamete and embryo 
donation and surrogacy) and discussion on religious and cultural considerations has been 
recommended. Nothing has been included regarding religious or spiritual needs of 
patients in other aspects of infertility. The result of this study suggests that a religious/ 
spiritual meaning-making framework can be incorporated in the guideline for counselling 
on infertility. This framework can be applied to three major issues in infertile women’s 
experience including governing self, managing illness and dealing with others.
8,14. Future research directions
Religion and spirituality appears to play an important role in the long and stressful 
journey of infertile women and help them to handle individual as well as psychosocial 
issues of infertility. Further studies are needed to replicate and expand these findings. 
Also other relevant areas of religious/ spiritual experience of infertility deserve further 
investigations which are discussed below.
It is suggested that the religious/ spiritual experience of infertility across various 
religious/ spiritual groups particularly the Jewish population and also non-monotheistic 
religious groups be defined and characterized. Also exploration of the experience of 
infertility in the non-religious population including non-religious/ spiritual, agnostic and 
atheist individuals and their comparison with the experience of religious infertile women 
is recommended. Investigation and comparison of the experiences of infertility in both 
the religious and secular cultural context in order to explore how the mixture of culture 
and religion can affect the experience of infertility are also proposed.
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Exploring health professionals’ perspectives on implementing spiritual care and its 
facilitators and barriers is another direction for research which can help incorporating 
spiritual care in fertility clinics. The other related area of research is to investigate the 
role of religiousness and spirituality in the relationships between health professionals and 
infertile women, particularly with respect to issues of cultural sensitivity. Effort to 
develop a model illustrating integration of spirituality into a care program for infertile 
women is another area which needs to be addressed.
The conduct of prospective, longitudinal studies to investigate the impact of religion and 
spirituality on outcome measures (e.g. quality of life, physical health, social functioning, 
emotional well-being, coping) of infertile women is also recommended. Brink (1995) has 
argued that scientific religious studies should use both methods in alternate phases, with 
the qualitative approach creating new hypotheses and the quantitative approach critically 
testing them.
To design and validate a quantitative tool for measuring religiosity and spirituality in 
fertility care settings is another suggestion which can be helpful for research related to 
religious and spiritual dimensions of infertility.
8,15, Conclusion
In this study a substantive grounded theory, related to experiencing infertility in a 
religious and spiritual context, was generated from data which was collected from 
infertile women affiliated to two major monotheistic religions including Islam and 
Christianity in the UK and Iran and were analyzed inductively using Strauss and Corbin’s 
mode (1998) of grounded theory. Such a theory contributes in-depth to the literature by 
offering rich explanations of what infertility means to women in a religious and spiritual 
context. It helps to bring a greater understanding of the religious and spiritual dimensions 
of infertility through new empirical evidence. In such a way it can enrich the awareness 
and understanding of both medical and psychosocial professionals who are involved in 
the processes of diagnosis, treatment, caring and counselling of infertile women. So that 
they become conscious of the (religious/ spiritual) infertile women’s conceptualization of 
their illness and the impact that it may have on their healing and coping.
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As this study represents an initial attempt to understand, describe and conceptualize the 
experience of infertility in a religious and spiritual context, I argue that further studies are 
needed to validate this initial substantive theory, both in order to better understand of 
religious and spiritual dimensions of the infertility experience and to make efforts to 
formalize this theory by testing it in other relevant substantive areas.
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Hammersmith, Queen Charlotte's and Chelsea Research Ethics Committee
Project Reference number from above REC: |05/Q0406/14 
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A1. Title of Research
Full title. I How religious faiths and/or spiritual beliefs affect the psychosocial experiences of infertile 
i women: A grounded theory approach
Key words: iInfertility, religion, spirituality, psychological experience,infertile women, grounded theory
A2. Chief Investigator
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□  Other
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il- To illuminate the psychosocial experiences of infertile women
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i Objectives
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A9. What is the scientific justification for the research? What is the background? Why is this an area of 
importance? (Must be in language comprehensible to a lay person.)
I Infertility is defined as the inability to conceive after Î year of unprotected intercourse. Worldwide, between 8 and 121 
Ipercent of couples suffer from infertility or the inability to conceive a child at some point during their reproductive 
j lives (Reproductive health outlook, 2003). The prevalence of infertility is around 14% in European countries, 
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j(Sandelowski,86; Imeson, 96; Papreen,2000; Letherby, 2002; Dyer, 2002 ) rather than focusing on religion and 
j spirituality.
I Our study is an inductive research that will be conducted to achieve better understanding of psychological and social i 
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iunderstand how infertile women with religious and spiritual background deal with their emotional distress as well as j 
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I Understanding the depth of experiences could increase the awareness of health service planners about the potentially | 
I serious psychological and social implications of infertility and how religious and/or spiritual coping mechanisms 
I assist women. In such a way health professionals could begin to address religious coping in their clinical practice 
! which may be associated with long-term as well as short-term implications for patients. In addition, some research 
jhas found that many patients want their spiritual needs addressed by their health workers directly (Maclean, 2003).
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AlO. Give a brief synopsis/summary of methods and overview of the planned research, including a brief 
explanation of the theoretical framework which informs it. It should include a brief description of
how
prospective research participants and concerned communities (not necessarily geographical) from 
which they are drawn have been consulted over the design and details of the research.
(Where appropriate a flow  chart or diagram should be submitted separately. It should be 
clear exactly what will happen to the research participant, how many times and in what order.)
This section MUST be completed in language comprehensible to a lay person. Do NOT simply reproduce
Participants will be recruited from the Infertility Clinic, outpatient department at Queen Charlotte's & Chelsea and 
lammersmith Hospital in London. All NHS patients who are referred to the clinic with diagnosis of primary 
nfertility will be included in the study. Infertility is defined as the inability to conceive after 1 year of unprotected 
ntercourse. The sample will not be limited to a particular type of infertility. Female patients who are infertile due 
o a cause in the female, male or both and those infertile due to unknown causes, irrespective of the period of time 
n which they try to become pregnant or stage of infertility work-up, would be recruited. Women who potentially 
or actually will be entered to the Assisted reproductive Technologies (ART), women with secondary infertility 
who have at least one biologic child, women with an adopted child, or who have a newly positive pregnancy test, 
women who might not adequately understand verbal explanations or written information given in English and also 
women who are participating in existing research which involves interviews will be excluded.
All participants will be approached with an explanation o f the purpose o f the study by a letter prepared by the 
esearcher. If they are interested in participating the study, they will be given an information sheet and then asked 
o sign a consent form to take part in the study and to allow the researcher follow-up contact to do more focused 
lata collection leading to more refined data analysis. They will be assured that anonymity and confidentiality will 
)e maintained. The respondents' name will not be recorded. Only an ID number will be used. They could refuse to 
larticipate or withdraw from the study at any time without prejudice.
Semi-structured interviews which provide women the opportunity and freedom to discuss their experiences and 
lerceptions in greater depth will be carried out with a sample of 60 infertile women. As the study is based on the 
grounded theory, the sample size will be determined by theoretical sampling and data saturation. Saturation means 
hat the researcher continues selecting interviewees until they are saying nothing new about the concepts being 
explored. Thus the selection of participants is a function of the emerging hypothesis and the sample size depends 
on the fullness of understanding of the concept (Baker, 1992).
nterview will be carried out one by one in a separate room in the infertility centre using a semi-structured 
nterview schedule. It will not last more than 45 minutes and will be audio taped and fully transcribed for data 
analysis. The initial section of the interview will be based on eliciting socio-demographic information in an 
attempt to create a rapport with the respondents. All participants' questions will be answered in the 
commencement of interview. Then the participants will be asked about their psychological, social and treatment 
experiences of infertility and also about the coping religious strategies which they are using. The interviewer will 
use the schedule to focus the discussion, but is not limited merely to these specific questions. In fact the women 
will be frequently requested to explain further details. Various efforts will then be used to encourage women to 
liscuss their feelings and experiences of infertility.
At the end of interview, participants will be asked to respond to a religious and spirituality assessment inventory 
which consists of 14 statements on a 5-point Likert scale where l=strongly disagree, 2=partially disagree, 3=1 am 
n between, 4=partially agree and 5= strongly agree. The total score will be calculated for each participant and 
lifferences between the score which is achieved by the participant (quantitative approach) and her own perception 
of religiosity and spirituality which has been addressed in her language during interview (qualitative approach) 
will emerge through data analysis.
second interview will be conducted in some cases to clarify and validate data from the initial interviews. The 
nterview will be based on the initial themes found in the initial interview. This interview will provide the 
opportunity for the theoretical sampling.
At the conclusion of the sampling tapes will be protected until the end of the project in accordance with Data 
Protection Act or could be sent to the participants at their request.
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A ll. Will any intervention or procedure, which would normally be considered a part of routine care, be
withheld from the research participants? Y^s □  NO 0
A12. Will the research participants receive any clinical intervention(s) or procedure(s) including taking samples of 
human biological material over and above that which would normally be considered a part of routine clinical 
care? YES □  NO 0
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A13, Will the research participant be subject to any non-clinical research-related intervention(s) or procedure(s)?
(These include interviews, non-clinical observations and use o f  questionnaires.) Q  g
A14. Will individual or group interviews/questionnaires discuss any topics or issues that might be sensitive, 
embarrassing or upsetting, or is it possible that criminal or other disclosures requiring action could take 
place during the study (e.g. during interviews/group discussions, or use of screening tests for drugs)?
Y E S D  N O 0
The Information Sheet should make it clear under what circumstances action fnav be taken.
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A15. W hat is the expected total duration of participation in the study for each participant?
lit will not be longer than 1 hour for participants who will be interviewed once and 2 hour for whom interviewed
itwlce,..........................................................................................................................................................................................
A16. W hat are the potential adverse effects, risks or hazards for research participants either from giving or
withholding medications, devices, ionising radiation, or from other interventions (including non-clinical)?
iï^'Â" ................................. ..... ..
A l7. W hat is the potential for pain, discomfort, distress, inconvenience or changes to lifestyle for 
research participants?
I As distress of participants during interview could affect the quality of data, so participants who are not visibly upset 
iwill be approached. To deal with any distress, discomfort and inconvenience it has been considered that immediate 
I advice is being sought from the counsellors or health care assistants on the unit. Nevertheless participants will be 
I informed that their participation is completely voluntary and they have the option to withdraw at any time.
A18. W hat is the potential for benefit for research participants?
jFrequently while the medical needs of infertile individuals are being met, their psychosocial needs have been less 
iadequately met (Bliss, 1999). Through this research the infertile women would be able to tell their life's story in their 
I own language and discuss about the life crisis which is dealing with from their religious and spiritual perspective.
I Awareness of the religious and spiritual coping mechanisms which may be used by infertile women could help 
I health professionals to be aware of the religious coping strategies and integrate it in the total management of infertile 
I women.
A19. W hat is the potential for adverse effects, risks or hazards, pain, discomfort, distress or inconvenience to 
the researchers themselves? (if any)
iWA  ................... .... .......... ............... .....................................................................................
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A20. How will potential research participants in the study be (i) identified, (ii) approached and (Hi) recruited?
Give details fo r  cases and controls separately i f  appropriate:
Participants will be recruited from the Infertility Clinic, outpatient department at Queen Charlotte's & Chelsea and 
Hammersmith Hospital in London. All NHS patients who are referred to the clinic with diagnosis of primary 
infertility and not an actual or potential case of ART will be included in the study. Infertility is defined as the 
inability to conceive after 1 year of unprotected intercourse.
The sample will not be limited to a particular type of infertility. Female patients who are infertile due to a cause 
in the female, male or both and those infertile due to unknown causes, irrespective of the duration which they try 
to become pregnant or stage of infertility work-up, would be recruited.
Women with a secondary infertility, adopted child, or who have a newly positive pregnancy test, women who 
might not adequately understand verbal explanations or written information given in English and also women who 
are participated in any other existing research which involves interview will be excluded.
All participants will be approached with an explanation of the purpose of the study by a letter provided by the 
researcher. If they are interested to participate in the study, they will be given an information sheet and then asked 
to sign a consent form to take part in the study and to allow the researcher follow-up contact to do more focused 
data collection leading to more refined data analysis.
A21. Where research participants will be recruited via advertisement, give specific details.
Not Applicable 0
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A22. W hat are the principal inclusion criteria? (Please justify.)
I The following infertile women will be included:
11- Women with primary infertility whose problem has been diagnosed definitely, irrespective of the infertility
I cause, infertility factor, stage of infertility work-up or duration o f treatment (because in this study experience of 
jail and not a particular group of infertile women will be sought).
12- Women who are not visibly upset (because in this situation the concentration of the interviewee will be 
Idamaged).
A23. W hat are the principal exclusion criteria? (Please justify.)
|The following infertile women will be excluded from the study:
11- Women who potentially or actually will be entered to the Assisted reproductive Technologies (ART)
Î2- Women with secondary infertility who have at least one biologic child or women who have adopted child 
I (because they have the experience of motherhood and their perceptions is quiet different with infertile women)
13- Women who have a newly positive pregnancy test
Î4- Women who might not adequately understand verbal explanations or written information given in English 
i(because attendance a translator during interview may be interfere with secrecy, as infertile women are sensitive). 
15- Women who are participating in existing research which involves interview (because participation in frequent 
interviews would be exhausting).
A24. Will the participants be from any of the following groups? (Tick as appropriate.)
□  Children under 16
□  Adults with learning disabilities
□  Adults who are unconscious or very severely ill
□  Adults who have a terminal illness
□  Adults in emergency situations
□  Adults with mental illness (particularly if detained under Mental Health Legislation)
□  Adults suffering from dementia
□  Prisoners
□  Young Offenders
□  Adults in Scotland who are unable to consent for themselves
□  Healthy volunteers
□  Those who could be considered to have a particularly dependent relationship 
with the investigator, e.g. those in care homes, medical students
0  Other vulnerable groups
Justify their inclusion:
Fertility and the ability to reproduce in almost all cultures is perceived as a milestone in adult development and the 
realization of infertility comes as a shock that has been labelled the "crisis of infertility". For some, the experience 
of infertility is so debilitating that it impairs their ability to utilize available and appropriate resources. Today 
infertility is not solely a medical problem, but it is an increasing bio psychosocial problem that affects a significant 
population. The psychological consequences of infertility have been extensively studied and the occurrence of 
stress, anxiety, depression, hopelessness, guilt and marital difficulties has been reported. So addressing psychosocial 
issues of infertile women as a vulnerable group, has crucial importance.
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A25. Will any research participants be recruited who are involved in existing research or have recently been 
involved in any research prior to recruitment?
What steps will you take to find out? Y E SD NO □  Not Known 0
The chief investigator wiïî request the Director of Research in the relevant infertility centre to let her know about 
the existing research. The participants who are participating in existing research which involves interviews will be 
excluded. Furthermore all participants will be asked about their involvement in other research before inclusion.
A26. Will informed consent be obtained from the research participants?
YES 0  NO □
Give details o f  who will take consent and how it will be done. Give details o f  any particular steps to provide 
information (in addition to a written information sheet) e.g. videos, interactive material.
I f  participants are to be recruitedfrom any o f  the potentially vulnerable groups listed in A24, give details o f  extra 
steps taken to assure their protection. Describe the arrangements to be made fo r  obtaining consent from a legal 
representative.
Firstly the patients will be given an invitation letter prepared by the researcher. The women who agreed to 
participate in the study will be informed of research purpose by receiving a patient information sheet. Then the chief 
investigator contact them to obtain informed consent. One copy of the patient information sheet and signed consent 
will be given to the participant to keep. One copy will be kept by the researcher and one with hospital notes.
Copies o f  the written information and all other explanatory material should accompany this application.
A l l .  Will a signed record of consent be obtained?
Y E S 0 N O 0
Attach a copy o f  the information sheet to beused, with Aversion hiwiber and date.
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A28. How long will the participant have to decide whether to take part in the research? 
I The participant will have at least 24 to 48 hour for decision making.
A29. What arrangements have been made for participants who might not adequately understand verbal 
explanations or written information given in English, or who have special communication needs?
(e.g. translation, use o f  interpreters etc.)
I Participants who may have difficulties in adequately understanding written or verbal information given in English 
I will be excluded. Because firstly, attendance an interpreter during interview may interfere with secrecy (because of 
Unfertile women's sensitivity) and secondly, translation, if not done well, might impair the integrity of data.
A30. What arrangements are in place to ensure participants receive any information that becomes available 
during the course of the research that may be relevant to their continued participation?
The participants will receive any necessary information by the chief investigator.
A31. Does this study have or require approval of the Patient Information Advisory Group (PIAG) or other bodies 
with a similar remit? (see Guidance Notes)
YES □  NO 0
A32a. Will the research participants' General Practitioner be informed that they are taking part in the study?
YES 0  NO □
Enclose a copy o f  the information sheet/letter fo r  the GP with a version number and date.
A32b. Will permission be sought from the research participants to inform their GP before this is
YES 0 N O 0
It should be made clear in the patient information sheet i f  the research participant's G P w ill be informed.
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A33. Will individual research participants receive any payments for taking part in this research?
Y E S n
A34. Will individual research participants receive reimbursement o f  expenses or any other incentives or 
benefits for taking part in this research? Y E S D NO 0
A35. What arrangements have been made to provide indemnity and/or compensation in the event of a claim 
by, or on behalf of, participants for neslisent harm?
Indemnity and/or compensation will be provided according to insurance policies of the University of Surrey.
Please forward copies o f  the relevant documents.
A36. What arrangements have been made to provide indemnity and/or compensation in the event of a 
claim
I Indemnity and/or compensation will be provided according to insurance policies of the University of Surrey.
Please forward copies o f  the relevant documents.
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A37. How is it intended the results of the study will be reported and disseminated? (Tick as appropriate)
0  Peer reviewed scientific journals 
0  Internal report 
0  Conference presentation 
0  Other publication
□  Submission to regulatory authorities
□  Access to raw data and right to publish freely by all investigators in study or 
by Independent Steering Committee on behalf of all investigators
□  Written feedback to research participants
□  Presentation to participants or relevant community groups 
0  Other/none e.g. Cochrane Review, University Library
I f  other/none o f  the above, give details andjustify:
I The Study results will be disseminated in my PhD thesis and one copy dedicated to the libraries of the University of 
I Surrey and also European Institute of Health and Medical Sciences.
A38. How will the results of the research be made available to research participants and communities from which 
they are drawn?
I if  the participants would like to be aware of the results, they will receive written feedback through direct contact 
I with chief investigator. Infertility centres which are involved in the counselling of infertile women will be informed 
I by the summarised report of the results through publication.
A39. Will the research involve any of the following activities at any stage (including identification of 
potential
□  Examination of medical records by those outside the NHS, or within the NHS by those who would not 
normally have access
□  Electronic transfer by magnetic or optical media, email or computer networks
□  Sharing of data with other organisations
□  Export of data outside the European Union
□  Use of personal addresses, postcodes, faxes, emails or telephone numbers 
0  Publication of direct quotations from respondents
□  Publication of data that might allow identification of individuals
0  Use of audio/visual recording devices
□  Storage of personal data on any of the following:
□  Manual files including X-rays
□  NHS computers
□  Home or other personal computers
□  University computers
□  Private company computers
□  Laptop computer
Further details:
i in this study only audio recording will be used. Tapes will be protected until the end of the project (in accordance 
I with DP A) or could be sent to the participants at their request. They will not be used for commercial purposes. All 
I direct quotations from respondents will be published anonymously.
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A40. W hat measures will be put in place to ensure confidentiality of personal data? Give details of whether 
any encryption or other anonymisation procedures will be used and at what stage:
iNo personal data will be transcribed in this study. Any personal recorded data during interview will be removed 
I from the tapes, so the participant can not be recognized. All data will be identified with an ID number and anonymity 
iwill be maintained.
A41. Where will the analysis of the data from the study take place and by whom will it be undertaken?
| f  he analysis will be undertaken by the chief investigator at EIHMS, University o f Surrey.
A42. Who will have control of and act as the custodian for the data generated by the study?
jRobab Latifnejad Roudsari, chief investigator under supervision of Professor Pam Smith and Dr Helen Allan in 
i accordance with data protection policy of the University of Surrey.
A43. Who will have access to the data generated by the study?
I Only the chief investigator will have access to all data. The supervisors will only have access to anonymous data.
A44. For how long will data from the study be stored? |2 j Years ! Months
Give details o f  where they will be stored, who will have access and o f  the custodial arrangements fo r  the data:
jData will be stored in computer of the chief investigator at university. Hard copies will be kept in a locked cupboard 
iin the university which only the chief investigator will have access to, in accordance with the data protection policy 
iof the University of Surrey.
JHS REC Application Form - Version 4.0, Jan 2005 16.
How religion affects women's experience o f  infertility- ver.4 Date: 22/04/2005 Ref: 05/Q0406/I4
A45. How has the scientific quality of the research been assessed? (TYcA: appropriate)
□  Independent external review
□  Review within a company
□  Review within a multi-centre research group
0  Internal review (e.g. involving colleagues, academic supervisor)
□  None external to the investigator
□  Other, e.g. methodological guidelines
I f  you are not in possession o f  any referees or other scientific critique reports relevant to your proposed study, 
justify and describe the review process and outcome. I f  review has been undertaken but not seen by the researcher, 
give the details o f  the body which has undertaken the review:
The review will be carried out through Research Committee and Student Progress and Assessment Board, 
ilHMS. The review meetings will be held annually by attendance of at least two Professors who are 
ndependent of my supervision. Transfer and upgrading and also PhD viva are other arrangements for 
assessment of scientific quality of the research. As I am in the first year of registration, my first annual review 
will be held in July, 2005.
A copy o f  any referees' comments or other scientific critiquereports relevant to the proposed research must be enclosed 
with the application form.
A46. Has similar research on this topic been done before?
YES □  NO 0
A47. Have all existing sources of evidence, especially systematic reviews, been fully considered?
Please give details o f  search strategy used: ^ N O D
A systematic literature review using medical (Medline, Pub med, CINHAL, BNI), psychological [psychology and 
Behavioural Science Collection (PBSC), Psycinfo, Psycarticles] and social [International Bibliography of Social 
Sciences (IBBS), Social Science Citation Index (SSCI)] databases and also discussion with experts, indicated that 
no similar research on this topic has been carried out.
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A48. What is the primary outcome measure for the study?
iThe outcome of this study wiÜ be applicable for health professionals who work in the field of infertility and also 
I for the infertile women who suffer from psychosocial issues of infertility for better coping with the situation and 
i achieving emotional well-being.
A49. What are the secondary outcome measures? (If any)......
A50. How many participants will be recruited? How many of these participants will be in a control group?
jin this study, 60 infertile women will be recruited. In accordance with grounded theory methodology, it was not 
(considered appropriate to have a control group. Constant comparison method will form an internal control.
A51. Has the size of the study been informed by a formal statistical power calculation?
YES □  NO 0
A52. Has a statistician given an opinion about the statistical aspects of the research?
N O 0Y E S 0
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A53. Describe the statistical methods and/or other relevant methodological approaches (e.g. for qualitative 
research) to be used in the analysis of the results. Give details of the methods of randomisation process to 
be used if applicable:
This study has been designed using grounded theory methodology. Grounded theory is a systemic method of 
research whose purpose is to generate rather than to test theory. Analyzing data using grounded theory may be 
thought of as a process requiring a direct interaction between the analyst and the data. It takes place over time, 
moves through phases, and results in a "grounded theory" (Chenitz, 1986).
Data collection and analysis in grounded theory proceed simultaneously, i.e. the data collected will be transcribed 
and analysed immediately after each interview. One reason for this practice is that in this methodology the 
incoming information from participants determines the information sought. This is referred to as theoretical 
sampling (Strauss & Corbin, 1998). A second interview may be needed to affirm, add to, clarify or modify what 
has been said in the first interview.
Using the constant comparative method of grounded theory, data will be coded line by line. Codes will be 
grouped together in categories and the constant comparison of categories will continue as the properties of each 
category emerges (Glaser & Strauss, 1967). As comparison goes on, hypotheses about the relationships among 
concepts will be generated and checked out on return interviews with participants or in new interviews.
Lincoln and Guba's key concepts of rigour including credibility, transferability, dependability and conformability 
will be used to support the enhancement of data analysis quality.
Collecting, coding and analysing the data will be carried out by the chief investigator who will be trained for this 
purpose at the University of Surrey.
A54. Where will the research take place? (Tick as appropriate) 
0  UK
Other States in the European Union
□  Other States in the European Economic Area
□  Other
A55. Has this or a similar application been previously rejected by a Research Ethics Committee in the UK, the 
European Union or in the European Economic Area?
YES 0  NO □
Name of research ethics committee or regulatory authority: i Hammersmith, Queen Charlotte's and Chelsea
I Research Ethics Committee
Decision and date taken:
Research ethics committee reference number:
l.rGSubmissipn -
|057q 040(^14................................
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A56. In how many and what type of host organisations (NHS or other) in the UK is it intended that the proposed 
study will take place?
Indicate the type o f  organisation by ticking the box and give approximate numbers i f  known:
Number of 
organisations
0  Acute teaching NHS Trusts î......................i
Acute NHS Trusts I......................j
NHS Community and/or Primary Care Trusts I i
NHS Trusts providing Mental Healthcare i  I
NHS Care Trusts Î......................\
Social Care Organisations i i
Prisons I . . . . . . . . . . . . . . . . . . . . . . . . . I
Independent hospitals i j
Educational establishments I
Independent research units i i
Other (give details)
□
□
□
□
□
□
□
□
□
□
A57. W hat arrangements are in place for monitoring and auditing the conduct of the research?
The research will be carried out under supervision of two supervisors and monitored through regular supervisory 
meetings, PhD annual review meetings, process of upgrading and PhD viva
Will a data monitoring committee be convened? YES □
W hat are the criteria for electively stopping the trial or other research prematurely?
N O 0
it is unlikely that the study wiÜ need to be stopped prematurely. However it will be the case if any serious emotional 
problem threatens the participants.
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A58. Has funding for the research been secured? YES □  NO □
Give details of finding organisation(s), amount secured and duration:
Organisation j Scientific Representative of the Islamic Republic of Iran^ UK..
Address: 150 Kensington Court i
I London
Postcode: iW8 5DB
UK Contact: [Dr Naser ^  ......................................
Telephone: [020 75980^  Fax: Î020 79370607
Email: i nshams@iran-student.net.......................
Amount: £  j£10,880.00 Duration: ;36 imonths
Organisation
Address:
Postcode: i
UK Contact: I. . . .
Telephone: 
Email: I
Amount: £  i
i Fax: i
Duration: I (months
Organisation
Address:
Postcode:
UK Contact: (.............................................................
Telephone: I....................................................( Fax:
Email: (
Amount: £  j Duration: (months
A59. Has the funder of the research agreed to act as sponsor as set out in the Research Governance Framework?
YES □  NO 0  Not Known □
Has the employer of the Chief Investigator agreed to act as sponsor of the research?
YES 0  NO □  Not Known □
Give details o f  the organisation who will act as the sponsor o f  the research:
UK Contact:
Title: (Prof (Forename/Initials:!Pam (Surname: (Smith ..............
Organisation (European Institute of Health & Medical Sciences
Address:
Postcode:
Telephone:
Email:
(TheDuke of ^  ..........................................
(Uniygsity of ........................................................
(GuiWfrird;, Su^^ .........................................................
(G U 2.7 fE ]]l
6867M Fax: jOH83 6867l'I
( .P.a..smith@s]^^ ...............................................
A copy o f  documentation indicating that the organisation has accepted thepole o f  sponsor should be enclosed i f  the 
sponsorisnotthem ainfunder, the Chief Investigator's employer, or an NHS body hosting the research.
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A60. Has any responsibility for the research been delegated to a subcontractor?
YES □  NO 0
A61. Will individual researchers receive any personal payment over and above normal salary for 
undertaking this research?
YES □  NO 0
A62. Will individual researchers receive any other benefits or incentives for taking p art in this research?
YES □  NO 0
A63. Will the host organisation or the researchers’ department(s) or institution(s) receive any payment 
or benefits in excess of the costs of undertaking the research?
Y E S 0  N O 0
A64. Does the Chief Investigator or any other investigator/collaborator have any direct personal
involvement (e.g. financial, share-holding, personal relationship etc.) in the organisation sponsoring 
or funding the research that may give rise to a possible conflict of interest?
Y E S 0  N O 0
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A65. O ther relevant reference numbers if known (give details and version numbers as
Applicant's/organisation's own reference number, e.g. R&D (if available): iN/A
Sponsor's/protocol number: iN/A
Funder's reference number: i.N/A
International Standard Randomized Controlled Trial Number (ISRCTN): (N/A
European Clinical Trials Database (EUDRACT) Number: iN/A
Project website: ........................................................................................ .................
A66. O ther key investigators/collaborators (all grant co-applicants should be listed)
i Title: iPrpf. ! Forename/Initials: I Pam j Surname: iSmith................................
Post: I Director of the Centre for Research in Nursing and Midwifery Education
Qualifications: PhD BNurse RGN RNT
Organisation: ; European Institute of Health & Medical Sciences
Address: llhe D A e pf Kent .B ...................................................... j Telephone:ÎTel: 01483 686714
. . . . . . . . . . . . . . . . . . . . . . . . . . .     I .
Postcode: IGÜ2 7TE i Email:; P.a.smith@surrey.ac.uk
it Title:
Post:
Qualifications:
Organisation:
Address:
Postcode:
iDr. i Forename/Initials: iHelen 
(Senior Research Fellow
Surname: (Allan
(BSc,.PhD,.M^
; European Institute of Health & Medical Sciences
I The Duke of Kent Building
iUniyersitypfS .................................................
(Guildford 
(GU27TE (...
Telephone.1Tel; Q1483 689
Fax: I(Fax: 01483 686711
Email:(h.anan@^^ey.ac,^
Hi Title:
Post:
Qualifications: 
Organisation: 
Address:
Postcode:
F orename/Initials : Surame:
i Telephone:; 
•( Fax: I
Email:
iv Title: ( Forename/Initials: ( Surname:
Post:
Qualifications:
Organisation:
Address:
Postcode:
Telephone:;
Fax:;
Email:
Title:
Post:
Qualifications:
Organisation:
Address:
Postcode:
Forename/Initials: Surname:
Telephone:
Fax:;
Email:
If there are more than 5 collaborators, please enter at end of section or attach a further sheet.
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A67. If the research involves a specific intervention, (e.g. a drug, medical device, dietary manipulation, lifestyle 
change, etc.), what arrangements are being made for continued provision of this for the participant (if 
appropriate) once the research has finished? Applicable □
iN/A .... ...
Summary o f Ethical Issues
A68. W hat do you consider to be the main ethical issues or problems which may arise with the proposed 
study,
iThe participants in this study are not given any medication and not exposed to any radiation or medical devices, 
lor other clinical interventions, so no serious problem is expected, It is considered to deal with any unforeseen 
i consequence; immediate advice is being sought from the counsellors and health care assistants on the units,
I All participants will be approached with an explanation of the purpose of the study by a letter provided by the 
I researcher. If they are interested in particiating the study, they will be given an information sheet and then asked 
I to sign a consent form to take part in the study and to allow the researcher follow-up contact to do more focused 
I data collection leading to more refined data analysis.
(All respondents will be assured that anonymity and confidentiality will be maintained. The respondents' name 
Iwill not be recorded. Only an ID number will be used. They could refuse to participate or withdraw from the 
i study at any time without prejudice.
|At the conclusion of the study tapes will be protected until the end of the project in accordance with the DPA or 
j could be sent to the participants at their request.
iThe study will be approved by LREC and also the Research Ethics Committee of the University of Surrey.
A69. Do you need to add further information about certain questions in Part A?
NO 0Y E S n
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A70. Give details of the educational course or degree for which this research is being undertaken:
Name and level of course/degree: iR ese^ îï PhD
Name of educational establishment: |University of Surrey
Name and contact details of iProf Pam Smith
edueation supervisor: ITel: 01483 686714
(Fax: 01483 686711 
j E-mail: p.a.smith@surrey.ac.uk
iAdd: 4th Floor, European Institute of Health and Medical Sciences 
I University of Surrey, Guildford, Surrey, GU2 7TE
A71. Declaration of Supervisor
I have read and approved both the research proposal and this application for ethical review. I undertake to 
fulfil the responsibilities of a supervisor as set out in the Research Governance Framework for Health and 
Social Care. I have delegated authority to sign on behalf o f my academic institution that any necessary 
indemnity or insurance arrangements are in place.
Signature: 
Date:
Print Name: iProf. Pam Smith
Aone^page summary o f  the supervisor's CV should be submitted with the application
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PART B: Section 7 - Declaration
• The information in this form is accurate to the best of my knowledge and belief and I take fiill responsibility for
• I undertake to abide by the ethical principles underlying the Declaration of Helsinki, and Good Practice 
Guidelines on the proper conduct of research.
• If  the research is approved I undertake to adhere without unagreed deviation to the study protocol, the terms 
of the full application of which the main REC has given a favourable and any conditions set out by the main 
REC in giving its favourable opinion.
• I undertake to inform the main REC of any changes in the protocol, and to submit annual reports setting out the 
progress of the research.
• I am aware of my responsibility to be up to date and comply with the requirements of the law and relevant 
guidelines relating to security and confidentiality of patient or other personal data, including the need to register 
when necessary with the appropriate Data Protection Officer.
• I understand that research records/data may be subject to inspection for audit purposes if required in future.
• I understand that personal data about me as a researcher in this application will be held by the relevant RECs 
and their operational managers and that this will be managed according to the principles established in the Data 
Protection Act.
Signature:
Date:
Print Name:
/Z
22/04/2005
Robab Latifnejad Roudsari
1. Do you need to add further information about certain questions in Part B?
YES □  NO 0
ENSURE THAT YOU COMPLETE AND SIGN THE FORM, AND ENCLOSE ALL RELEVANT 
ADDITIONAL DOCUMENTS.
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NHS Research Ethics Committee
APPLICATION FORM
PART C: SITE-SPECIFIC ASSESSMENT
This form should be completed by the Principal Investigatorfor each site (see glossary)
Part C should be completed and sent with relevant enclosures to each NHS Research Ethics Committee or Research & Development 
(R&D) department which needs to consider site-specific issues. Consult the application procedure on the COREC website.
The data in this box is populated from Part A.
Name of NHS Research Ethics Committee to which application for ethical review is being made: 
i Hammersmith, Queen Charlotte's and Chelsea Research Ethics Committee
Project Reference number from above REC: io57Q04067l4.............................................................
Name of site NHS REC responsible for SSA: 
Hammersmith Hospital R & p  Office
SSA reference (for REC office use only): ÎLATR4001
Questions C l, C4, C5, C6, C7, C8 and Cl3a correspond to questions A l, A2, A65, AlO, A12, A13 and A29 on the 
main application form respectively and will populate automatically:
C l. Title of Research. (Populatedfrom A l)
Full title: iHow religious faiths and/or spiritual beliefs affect the psychosocial experiences of infertile
i women: A grounded theory approaeh
Key words: |Infertility, religion, spirituality, psychological experience,infbrtile women, grounded theory
C2. Who is the Principal Investigator for this study at this site?
Title: p r .  j Forename/Initials: jRaul I Surname: jMargara
iÇ h ie fp f Seryice^^ i
Qualifications: iMD (Cqn^^sujtant & i
Organisation i Hammersmith, Queen  I
Address: [Department of Reprqd^^
IHammersm 
I Q . P  c ^ P G R p a d , ^ L ^  
Postcode: :W12 0 1 ^ ........
Email: ir.margara@imperial.ac.uk
Telephone: [0208
Fax: i...........................
A copy o f  a current CV (maximum 2 pages o f A4) fo r the PrincipalTnyestigator(s) must be submitted w ith application.
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C3. Indicate the number of trials/projects within the organisation 
that the local Principal Investigator has been 
involved with in the previous 12 months:
How many are still current (active or recruiting)?
Give details of other members of the local research team responsible to the local Principal Investigator
Title: j...................
Position:
Qualifications:
Role in the research team:
Forename/Initials Surname:
n Title:
Position:
Qualifications:
Role in the research team:
i Forename/Initials Surname:
III Title: I...............
Position:
Qualifications:
Role in the research team: I
F orename/Initials i Surname:
I f  there are more merribers o f  the local research team, details shouldbeprovided at question CIS or on an attached
C4. Chief Investigator. (Populatedfrom A2)
Title: iMrs I Forename/Initials: |Rpbab I Surname: |Latifhejad Roudsari
Post: [PhQ .....................................................................................................................................
Qualifications iBSc, MSc ......................................................... ........................................................
Organisation: -European Institute of Heaith.)&..Medi  j
Address: LXhe P.u.k6..Q.f Kent.Building,
IUniye.rsi.ty.of SuiT.ey
IG.uijd^rd.......................................................................................... i
[miTTEZZJ
iMatifiiejad@hotmaii.com
 ............  j
Postcode:
Email:
Telephone:
Fax:
C5. Other relevant reference numbers if known: (Populated from A65) 
Applicant's/organisation's own reference number, e.g. R&D {if available)'. 
Sponsor's/protocol number:
Funder's reference number:
International Standard Randomized Controlled Trial Number:(ISRCTN): 
European Clinical Trials Database (EUDRACT) Number:
Project website: IN/A.........................................................................................
iN/A.
M(K.
IN/A
IN/A
NHS REC Application Form - Version 4.0, Jan 2005 48.
How religion affects women's experience o f  infertility- ver.2 Date: 28/04/2005 Ref: 05/Q0406/14
C6. Give a brief synopsis/summary of methods and overview of the planned research. This should include a 
brief description of how prospective research participants and concerned communities (not necessarily 
geographical) from which they are drawn have been consulted over the design and details of the research.
(Where appropriate a flow  chart or diagram should be submitted separately. It should be clear exactly what will 
happen to the research participant, how many times and in what order.) (Populated from AlO.)
Participants will be recruited from the Infertility Clinic, outpatient department at Queen Charlotte's & Chelsea and 
Hammersmith Hospital in London. All NHS patients who are referred to the clinic with diagnosis of primary 
infertility will be included in the study. Infertility is defined as the inability to conceive after 1 year o f unprotected 
intercourse. The sample will not be limited to a particular type of infertility. Female patients who are infertile due to a 
cause in the female, male or both and those infertile due to unknown causes, irrespective of the period of time in 
which they try to become pregnant or stage of infertility work-up, would be recruited. Women who potentially or 
actually will be entered to the Assisted Reproductive Technologies (ARTs), women with secondary infertility who 
have at least one biologic child, women with an adopted child, or who have a newly positive pregnancy test, women 
who might not adequately understand verbal explanations or written information given in English and also women 
who are participating in existing research which involves interviews will be excluded.
All participants will be approached with an explanation of the purpose of the study by a letter prepared by the 
researcher. If they are interested in participating the study, they will be given an information sheet and then asked to 
sign a consent form to take part in the study and to allow the researcher follow-up contact to do more focused data 
collection leading to more refined data analysis. They will be assured that anonymity and confidentiality will be 
maintained. The respondents' name will not be recorded. Only an ID number will be used. They could refuse to 
participate or withdraw from the study at any time without prejudice.
Semi-structured interviews which provide women the opportunity and freedom to discuss their experiences and 
perceptions in greater depth will be carried out with a sample of 60 infertile women. As the study is based on the 
grounded theory, the sample size will be determined by theoretical sampling and data saturation. Saturation means 
that the researcher continues selecting interviewees until they are saying nothing new about the concepts being 
explored. Thus the selection of participants is a function of the emerging hypothesis and the sample size depends on 
the fullness of understanding of the concept (Baker, 1992).
Interview will be carried out one by one in a separate room in the infertility centre using a semi-structured interview 
schedule. It will not last more than 45 minutes and will be audio taped and fully transcribed for data analysis. The 
initial section of the interview will be based on eliciting socio-demographic information in an attempt to create a 
rapport with the respondents. All participants' questions will be answered in the commencement of interview. Then 
the participants will be asked about their psychological, social and treatment experiences of infertility and also about 
the coping religious strategies which they are using. The interviewer will use the schedule to focus the discussion, 
but is not limited merely to these specific questions. In fact the women will be frequently requested to explain further 
details. Various efforts will then be used to encourage women to discuss their feelings and experiences of infertility.
At the end of interview, participants will be asked to respond to a religious and spirituality assessment inventory 
which consists of 14 statements on a 5-point Likert scale where l=strongly disagree, 2=partially disagree, 3=1 am in 
between, 4=partially agree and 5= strongly agree. The total score will be calculated for each participant and 
differences between the score which is achieved by the participant (quantitative approach) and her own perception of 
religiosity and spirituality which has been addressed in her language during interview (qualitative approach) will 
emerge through data analysis.
A second interview will be conducted in some cases to clarify and validate data from the initial interviews. The 
interview will be based on the initial themes found in the initial interview. This interview will provide the 
opportunity for the theoretical sampling.
At the conclusion of the sampling tapes will be protected until the end of the project in accordance with Data 
Protection Act or could be sent to the participants at their request.
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Cl.  Will the research participants receive any clinical intervention(s) or procedure(s) including taking samples of 
human biological material over and above that which would normally be considered a part of routine clinical 
care? (Populated from A 12) YES □  NO 0
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C8. Will the research participant be subject to any non-clinical research-related intervention(s) or procedure(s)?
(These include interviews, non-clinical observations and use o f  questionnaires.) (Populatedfrom A13)
YES □  NO 0
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CIO. Specify the location(s)/department(s) within the NHS or other organisation where the research will take plac*
O il.  How many research participants/samples is it anticipated will be recruited/obtained from this organisation 
in total?
Infertility Clinic, outpatient department
C12b. Explain what local arrangements will be made for obtaining the consent of a "legal representative" on 
behalf of a participant with physical or mental incapacity who is unable to consent for himself:
C12a. Give details of who will be responsible for obtaining informed consent locally, their qualifications and 
relevant expertise and training in obtaining consent for research purposes:
iN/A
IThe honorary contract who will be determined by the trust will be responsible for obtaining informed consent 
locally.
C9a. Give the name of the NHS or other organisation with which the PI holds the necessary contract 
(substantive or honorary) to undertake the research at this site:
C9c. Give the name and contact details for the Research Governance lead for the research site:
Title:
Address: iResearch and Development Office 
[Hammersmith Hospital 
I Du Cane Road, London 
Postcode: iW12 OHS I Email: irgale@hiimt.nh^
C9b. Give the name of the research site for which the PI is responsible, if different from the above. (The site 
may be a whole organisation, an individual unit, or a consortium):
Infertility Clinic
Queen Charlotte's & Chelsea and Hammersmith Hospital
Dr. J  Forename/Initials: iRodney
■ Telephone:
■ Fax:
Surname: I Gale
1020 8383 3392
020 8383 4957
C13a. W hat local arrangements have been made for participants who might not adequately understand verbal 
explanations or written information given in English? (e.g. translation, use o f  interpreters e/c.j(Populated 
from A29)
i Participants who may have difficulties in adequately understanding written or verbal information given in English 
I will be excluded. Because firstly, attendance an interpreter during interview may interfere with secrecy (because of I 
[infertile women's sensitivity) and secondly, translation, if not done well, might impair the integrity of data.
C13b.What local arrangements have been made to meet these requirements (where applicable)?
iiwA""    ......................... .........................  ...................
C14. In addition to informing the GP (if required), what arrangements have been made to inform those responsible 
for the care of the research participants in the host care organisation of their involvement in the research?
lï^ " '       ............ ................................. ......... .... ........ ....................................................
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CIS. Are the facilities and staffing available locally adequate to perform any necessary procedures or
interventions required for the study, and to deal with any unforeseen consequences of these? (This should 
include consideration ofprocedures and interventions in both control and intervention arms o f  a study.)
YES 0  NO □
Give the information necessary to justify your answer:........................................................................................ ............ .
jit has been considered to deal with any unforeseen consequences; immediate advice is being sought from the 
[counsellors in the clinic.
C16a. Give brief details of a contact point where participants may obtain further information about the study.
jRobab Latifnejad Roudsari
[European Institute of Health and Medical Sciences
[University of Surrey, Guildford
jTel; 01483 684542, E-mail: r.latifnejad@surrey.ac.uk
C16bf What is the contact point for pq ...............................................
[Prof. Karen Bryan 
[Director of Research,
[European Institute of Health and Medical Sciences 
[University of Surrey 
iTel: 01483 682507 
[E-mail: K.Bryan@surrey.ac.uk
Cl6c. Is there a local source where potential participants can obtain independent information about being 
involved in a research study?
N /A
C16d. Please specify the headed paper to be used for the participant information sheet.
[ Headed paper of University of Surrey
C17. If any extra support might be required by research participants as a result of their participation, what 
local arrangements are being made to provide this?
[It has been considered that in such situation, immediate advice is being sought from the counsellors and health care 
[assistants in the clinic.
CIS. Do you need to add further information about certain questions in Part C?
Y E S D N O 0
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Part C: Declaration
•  The information in this form is accurate to the best o f my knowledge and belief and I take full responsibility for it.
•  I undertake to abide by the ethical principles underpinning the Declaration of Helsinki, and Good Practice Guidelines 
on current proper conduct of research.
•  If  the research is approved I undertake to adhere without unagreed deviation to the study protocol, the terms of the 
full application of which the main REC has given a favourable and any conditions set out by the main REC in giving 
its favourable opinion.
•  I am aware of my responsibility to be up to date and comply with the requirements o f the law and relevant guidelines 
relating to security and confidentiality of patient or other personal data, including the need to register when necessary 
with the appropriate Data Protection Controller.
•  I understand that research records/data may be subject to inspection for audit purposes if required in future.
0 1 understand that personal data about me as a researcher in this application will be held by the relevant RECs and their 
operational managers and that this will be managed according to the principles established in the Data Protection Act.
Signature of the local Principal Investigator* Signature
Date: |28/Ô4/2Ô05 j (dd/mm/yyyy)
Print Name: jfjr. Raul Margara
The Chief Investigator should sign where there is no local Principal Investigator fo r  the research locality.
PART C IS NOW COMPLETE AND SHOULD BE SUBMITTED to the NHS Research Ethics Committee or NHS 
organisation conducting site-specific assessment
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SL7 Provisional opinion, request for further information
Version 2, October 2004
Hammersmith and Queen Charlotte's & Chelsea Research Ethics Committee
2nd Floor 
Commonwealth Building 
Hamrnersmith Hospital 
London 
W12 0NN
26 May 2005
Mrs Robab Latifnejad Roudsari 
PhD student
European institute o f Health & Medical Sciences 
The Duke o f Kent Building,
University o f Surrey
Guildford
GU2 7TE
Dear Mrs Latifnejad Roudsari
Full title of study: How religious faiths and/or spiritual beliefs affect the
psychosocial experiences of infertile women: A grounded theory 
approach
REC reference number: 05/Q0406/91 
Protocol number:
The Research Ethics Committee reviewed the above application at the meeting held on 18 
May 2005.
Documents reviewed
The documents reviewed at the meeting were:
D ocum ent Type: V ers ion: Dated: Date Received:
Application 2 28/04/2005 03/05/2005
Investigator CV Cl 28/04/2005 03/05/2005
Investigator CV Supervisor 28/04/2005 03/05/2005
Protocol 2 28/04/2005 03/05/2005
Summary/Synopsis 2 28/04/2005 03/05/2005
Compensation
Arrangements
03/05/2005
Interview
Schedules/Topic
Guides
2 28/04/2005 03/05/2005
Letters of Invitation to 
Participants
2 28/04/2005 03/05/2005
GP/Consultant 
Information Sheets
2 28/04/2005 03/05/2005
Participant Information 
Sheet
2 28/04/2005 03/05/2005
Participant Consent 
Form
2 28/04/2005 03/05/2005
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Other letter from funder 05/07/2004 03/05/2005
Provisional opinion
The Committee is unable to give an ethical opinion on the basis o f the information and 
documentation received so far. Before confirming its opinion, the Committee requests that 
you provide the further information set out below.
Authority to consider your response and to confirm the Committee’s final opinion has been 
delegated to The Chairman, in oral or written consultation with one or more named members 
or deputy members that were present at the meeting.
Further information or clarification required
1. Dr Margara should be named as a co-investigator rather than as the principal investigator 
fo r the study. It is acceptable for Mrs Latifnejad to also be the Principal Investigator as she 
would be taking prime responsibility for the study.
2. The information sheet should make it clearer that the interview questions are o f a personal 
and sensitive nature.
3. The committee ask that the researchers tell the participants at the beginning o f the 
interview that if they wish to they can have access to appropriate counselling, and give them 
the necessary contact details
4. It was not entirely clear at what patients would be involved. The statement that patients 
who are "not an actual or potential case of ART" would not be recruited would seem to 
exclude all patients as presumably all patients with a diagnosis o f infertility would be potential 
ART patients. This needed to be clarified.
5. In a related topic, it was not clear to the committee at what stage in their 
diagnosis/treatment the patients would be. Will they have only recently received a diagnosis 
o f infertility, or been told the cause of their infertility? If so i) would the patients be 
understandably distressed and ii) would they have had time for their feelings/thoughts/beliefs 
to become worked through or is there a danger that the responses they would give on 
questioning were influenced by their immediate emotions and turmoil? It was suggested that 
the invitation letter might propose an appropriate time gap (e.g.1 month) following any 
diagnosis before the interview is conducted.
6. It was felt the invitation letter should come from Dr Margara on local headed notepaper, 
and should explain who the chief investigator was and that this research was being 
conducted as part o f a PhD. This is because otherwise patients might believe that sensitive 
information about them had been distributed to researchers from other institutions without 
their permission. It should also indicate that Robab Latifnejad is a woman, as this may affect 
participants' w illingness to take part, this could perhaps be subtly indicated by the use o f the 
title "Mrs Robab Latifnejad".
7. The invitation letter given to the patient should be on Hospital headed notepaper rather 
than University o f Surrey headed paper.
8. The committee wished to know what would happen to any audio tapes after the study for 
which the patients had not expressed an opinion concerning their erasure.
9. The committee ask the applicants to comment on the possibility that the study is slanted to 
finding a particular type of response. The committee thought that the questionnaire may lead 
the interviewees to believe that the aim of the study was to show that religious belief is a 
support to people coping with infertility, rather than a hindrance. How would the researchers 
deal with potential bias due to i) the interviewees giving the researchers the answers that 
they think are wanted, ii) ascertainment bias due to people not participating as they do not 
believe religion is important. If such biases are inevitable, then what will the researchers do 
to note any such bias and so inform the conclusions and recommendations o f the study?
10. Given that English was not the first language of the chief investigator the committee 
wished to know whether this had been taken into account when designing the study. Would 
this affect the validity o f the research given that some nuances may be overlooked during the 
interviews, particularly if colloquial or euphemistic English was used by the interviewees
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(which is particular likely when under emotional pressure)? How would the chief investigator 
deal with this? W hat are the dangers that the interviewees might feel that their thoughts and 
statements were not given adequate weight or misrepresented because o f any problems in 
communication?
11. The committee asks the chief investigator to explore the possible use of interpreters to 
see if it was practical and feasible. The committee noted that such interpreters would be 
used to communicate complex clinical points, and were concerned that the exclusion of 
women who could not communicate well enough in English might bias the study, under­
representing the views of certain religions or social classes. However, if the chief 
investigator, upon discussion with the translators, believed that this was not possible then it 
would be useful to indicate how this potential bias would be dealt w ith (or noted).
12. Question A59 needed to be revised to indicate an appropriate contact point for the 
sponsor o f this research and it could not be Prof Smith but an appropriate representative of 
the University.
When submitting a response to the Committee, please send revised documentation where 
appropriate underlinina or otherwise hiahliqhtina the changes vou have made and giving 
revised version numbers and dates.
The Committee will confirm the final ethical opinion within a maximum o f 60 days from the 
date o f initial receipt o f the application, excluding the time taken by you to respond fully to the 
above points. A  response should be submitted by no later than 23 September 2005.
Membership of the Committee
The members o f the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Communication with sponsor and care organisation(s)
This communication is confidential but you may wish to forward copies to your sponsor 
and/or relevant NHS care organisation(s) for their information.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
05/Q0406/91___________________________ Please quote this number on all correspondence
Yours sincerely.
Mr Clive Collett 
Committee Administrator
E-mail: ccollett@hhnt.org
Enclosures List of names and professions of members who were present at the
meeting and those who submitted written comments
Enclosure 1
List of names and professions of members who were present at the meeting and those 
who submitted written comments
Prof Andrew George
Professor o f Molecular Immunology
Professor Jane Apperley
Chair o f the Department o f Haematology
Prof Phil Bennett
Clinical Professor Obstetrics & Gynaecology
Mr Christian Bottomiey
Statistician
Dr Stephen Brett
Honorary Senior Lecturer
Ms Mo Bunce
Dr Sheila Coates
GP
Ms Leah de Souza
Epidemiologist (Lay Member)
Dr David Harris
Anaesthetist
Mr Paul Jankowiak
Head o f Information
Dr Melvyn Myers
Radiation Protection Advisor
Ms Jo Studham
Head Nurse
Dr Caroline Vaughan
Lay member
Dr Columba Quigley
Consultant in Palliative Care & Honorary Clin Senior Lecturer
U n i o
Hammersmith Research Ethics Committee 
2^  ^ Floor
Commonwealth Building 
Hammersmith Hospital 
Du Cane Road 
London W12 OMN
09/ 06/2005
Dear Mr C. Collett
University 
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
European 
Institute of 
Health and 
Medical 
Sciences
University Campus
Duke of Kent Building 
Stag Hill 
Guildford 
Surrey GU2 7TE
Telephone
+44 (0)1483 686700 
Facsimile
+44 (0)1483 686701
Re: How religion affects the infertile women’s experience: Ref: 05/Q0406/14
Following request o f Hammersmith LREC for further information regarding my 
application which was reviewed at the meeting held on 18*"^  May 2 0 0 5 ,1 enclosed the 
response to the committee’s questions. Furthermore the hard copy of final REC 
application form with corrections on questions A10, A66 and A68, revised invitation 
letter, patient information sheet and interview schedule has been enclosed.
If there are any queries, please do not hesitate to contact me.
Sincerely yours ,
Robab L a t ifn e ja d ^ ^ ^
PhD student
European Institute of Health and Medical Sciences
University o f Surrey
Guildford, Surrey, GU2 7TE
Tel (direct line): 01483 684542
Fax: 01483 682541
E-mail: r.latifneiad(S)surrev.ac.uk
Response to the Questions o f  Ethics Committee
1. Dr Margara should be named as a co-investigator rather than as the principal 
investigator for the study. It is acceptable for Mrs Latifnejad to also be the Principal 
Investigator as she would be taking prime responsibility for the study.
According to Ethics Committee’s advice, Mrs Robab Latifiiejad will be the person with overall 
responsibility for the research and Dr Raul Margara would be the co- investigator. Following my 
discussion with Mr. Collett, Hammersmith LREC Administrator, the name of Dr. Margara 
entered into question A66 (the other key investigators/ collaborators) of application form.
2. The information sheet should make it clearer that the interview questions are of a 
personal and sensitive nature.
Please refer to the corrected “patient information sheet”.
3. The committee ask that the researchers tell the participants at the beginning of the 
interview that if they wish to they can have access to appropriate counselling, and give 
them the necessary contact details.
Please refer to the revised “interview schedule”.
4. It was not entirely clear at what patients would be involved. The statement that patients 
who are "not an actual or potential case of ART" would not be recruited would seem to 
exclude all patients as presumably all patients with a diagnosis of infertility would be 
potential ART patients. This needed to be clarified.
As a whole, all infertile patients could not be a potential case of ART. Because there are some 
conditions which cannot be treated wit ART. Some of these untreatable conditions are: 
intrauterine adhesions, congenital or acquired uterine anomalies, adenomyosis, uterine myomas 
(depending on size and location), poor response to gonadotropins and/or diminished oocyte 
quality, repeated pregnancy loss and incompetent cervix (Duckitt, 2000).
Operational definition of “potential ART patient” in this study is the patients whose eligibility 
for undergoing ART programmes through carrying out investigatory tests has been approved and 
they are in waiting list for entering any type of ART. These patients would not be approached for 
interview (refer to Q. 11 -last paragraph as well for this point).
5 . In a related topic, it was not clear to the committee at what stage in their 
diagnosis/treatment the patients would be. Will they have only recently received a diagnosis 
of infertility, or been told the cause of their infertility? If so
i) Would the patients be understandably distressed and
ii) Would they have had time for their feelings/thoughts/beliefs to become worked through 
or is there a danger that the responses they would give on questioning were influenced by 
their immediate emotions and turmoil? It was suggested that the invitation letter might 
propose an appropriate time gap (e.g.l month) following any diagnosis before the interview 
is conducted.
* Infertile patients who get referred to the infertility clinic are categorized to three groups: 
overseas patients, private referrals and NHS referrals. According to my discussion with Dr 
Margara, Chief of Service, only NHS referrals will be recruited in this study and those are 
referred by their GP or consultant gynaecologist.
Considering infertility in this study is defined as “the inability to conceive after 1 year of 
unprotected intercourse”, all patients who attend infertility clinic know about their infertility. On 
the other hand preliminary tests for diagnosis of being infertile has been carried out by GP/ 
Gynaecologist before making a formal referral to the infertility clinic.
Gynaecologists within infertility clinic will go through a gynaecological history and arrange 
investigatory tests to finding out the causes of infertility and planning an appropriate treatment.
In this study the cause of infertility or the stage of diagnosis or treatment will not be sought and 
as it has been mentioned in the protocol, female patients who are infertile due to any cause, 
irrespective of the period of time in which they try to become pregnant or stage of infertility 
diagnosis and treatment, will be recruited.
* Regarding Patient’s distressed circumstances following receiving the diagnosis and the impact 
of their emotions on responses, the Ethics Committee’s suggestion regarding providing a time 
gap between recent diagnosis and interview to ensure psychological and emotional recovery is 
logical and would be applied. Furthermore, it has been considered that participants who are not 
visibly upset will be approached and interview will be carried out in a quiet stable emotional 
status. Otherwise conducting an in-depth interview which is prerequisite of generating rich data 
and eliciting the respondents’ story would be hard. Additionally, participants will be informed 
that their participation is fully voluntary, the time of interview will be arranged in their 
convenient time and they have an option to withdraw at any time.
6. It was felt the invitation letter should come from Dr Margara on local headed 
notepaper, and should explain who the chief investigator was and that this research was 
being conducted as part of a PhD. This is because otherwise patients might believe that 
sensitive information about them had been distributed to researchers from other 
institutions without their permission. It should also indicate that Robab Latifnejad is a 
woman, as this may affect participants' willingness to take part, this could perhaps be 
subtly indicated by the use of the title "Mrs Robab Latifnejad".
It’s absolutely right. I did according to the committee’s advice. Please refer to the revised 
“invitation letter”.
7. The invitation letter given to the patient should be on Hospital headed notepaper rather 
than University of Surrey headed paper.
It was carried out.
8 . The committee wished to know what would happen to any audio tapes after the study 
for which the patients had not expressed an opinion concerning their erasure.
According to the data protection policy of the university, when I am awarded PhD, tapes will be 
destroyed.
9. The committee ask the applicants to comment on the possibility that the study is slanted 
to finding a particular type of response. The committee thought that the questionnaire may 
lead the interviewees to believe that the aim of the study was to show that religious belief is 
a support to people coping with infertility, rather than a hindrance.
How would the researchers deal with potential bias due to:
i) The interviewees giving the researchers the answers that they think are wanted,
ii) Ascertainment bias due to people not participating as they do not believe religion is 
important. If such biases are inevitable, then what will the researchers do to note any such 
bias and so inform the conclusions and recommendations of the study?
* This is a very important point that was noticed by the researcher from the first steps of planning 
the study. Because according to the literatures, in the face of a stressful life event general religious 
beliefs and practices have to be translated into specific forms of coping: positive and negative 
copings (Bickel 1998, Pargament 1997, Astrow, 2001). Generally, positive or collaborative religious 
coping associated with improvement in health. Conversely, negative or self-directing and deferring
religious coping methods are predictive of declines the health (Pargament, 2004). This is seen when 
patients view a crisis as a punishment from God and have excessive guilt (Pargament, 1998).
So it was firstly considered to explore the psychosocial experience of all infertile women irrespective 
of being religious or non-religious. Then it would have been endeavoured to illuminate how religious 
and spiritual beliefs influence women's psychosocial experiences of infertility and the ways that they 
deal with any psychosocial issues. In this study, however, varied continuum of coping from negative 
or destructive to positive or constructive during discovery of a stressful event like infertility and the 
role of religion in this process will be sought. The objectives of the study obviously reflect this 
concept.
For this reason, the purpose of the study in invitation letter, patient information sheet, and interview 
schedule was firstly introduced as “/o understand the emotional and social experience o f women who 
have difficulties with fertility and the ways in which they deal with their psychological or social 
issues” and then added that “z7 attempts to find out how religious faiths and/ or spiritual beliefs 
influence women’s experience o f infertility
In addition, to prevent guiding the participant’s answers in one direction, during designing the 
interview schedule it was tried to ordering the questions from mild and non-sensitive to more 
complex and sensitive questions and the most sensitive questions which are about religious or 
spirirual issues were introduced at the end of interview. Moreover, for wording of questions, it was 
considered to not speak directly of religion and its impact to elicit the respondents’ real 
understanding and experience. In this regard two questions of part II of interview schedule which was 
thought to lead interviewees to positive effect of religion, has been rephrased (refer to revised 
interview schedule).
Nonetheless, qualitative interviewers have a list of core questions that define the areas to be 
covered. Unlike quantitative interviews based on highly structured questionnaires, in qualitative 
research the order in which questions are asked will vary, as will the questions designed to probe 
the interviewee’s meaning (Britten, 1995).
* Regarding responding of interviewees to questions according to what they think are wanted, 
Britten (1995) and Berg (2004) point out the same meaning and indicate that most interviewees 
are willing to provide the kind of information the researcher wants, but they are given clear 
guidance regarding the amount of detailed required. The researcher will try to establish and 
maintain a good rapport in order to achieve a successful interview outcome and endeavour to 
discover the interviewee’s own framework of meaning. The researchers’ task is to avoid 
imposing the respondents’ structures and assumptions as far as possible.
* regarding ascertainment bias, in the patient information sheet the researcher has emphasized 
that “it is not important which religion or spiritual group the participants belong to or whether or 
not they believe in any religion or spiritual tradition” and described that the most important thing 
is what the experience of infertility means to them. Additionally, the participants have been 
informed that there is no right or wrong answer. It will be justified at the beginning of the 
interview as well.
The other important thing is that if the researcher aims to discuss about the impact of religion on 
experience of infertility, she should compare the understandings of participants from different 
religions to each other and with non-religious ones. Otherwise, achieving to data saturation 
[saturate data are rich, full and complete (Morse, 1995)] will be difficult. So, the sampling will 
be continued until accessing to reasonable numbers of participants from both religious and non­
religious groups.
10 . Given that English was not the first language of the chief investigator the committee 
wished to know whether this had been taken into account when designing the study. 
Would this affect the validity of the research given that some nuances may be overlooked 
during the interviews, particularly if colloquial or euphemistic English was used by the 
interviewees (which is particular likely when under emotional pressure)? How would the 
chief investigator deal with this?
What are the dangers that the interviewees might feel that their thoughts and statements 
were not given adequate weight or misrepresented because of any problems in 
communication?
*The researcher will try to speak clearly and will ask respondents to do the same and if there is 
something which is not clear to the interviewer, she will use probing questions and asked the 
participants to clarify it by questions such as “Could you please tell me a little bit more about 
that?”(Holloway 1996, Berg 2004). Poland (1995) states creating opportunities within the 
interview for the respondent to clarify earlier statements will decrease the ambiguities during 
transcription.
To establish the reliability of the researcher, she provides some field notes and considers its 
congruency with recorded data (Brink 1991, Poland 1995).Reliability of respondents is tested by 
the use of identical as well as alternate form questions within the interview which is a form of 
equivalence.
The other thing is technical quality of recording that is a key aspect of reliability (Silverman, 
2004). For ensuring high-quality tape recording a good quality recorder will be provided. It will 
be tested before interview and at the beginning of interview as well and if recorder does not seem 
to be picking up well, the respondent will be asked to speak up a little (Patton 1989, Poland 
1995).
The interviews will be fully transcribed using clear guidelines for transcription by the researcher. 
Attempts will be made to review tapes several times to fully understanding the ambiguous 
points. Transcriptions will be checked by a native English person and supervisors as well.
In some cases, respondents themselves can be of assistance in sorting out particularly 
ambiguous passages as advocated by Guba and Lincoln (1989). To test the validity and 
reliability of recorded data, the researcher presents literal transcriptions of the interviews to the 
informants for verification (Hammersley 1983, Brink 1991) which is called respondent validity. 
Conducting multiple interviews with particular participants is another way for ensuring of rigor 
in qualitative research. In grounded theory, the use of theoretical sampling strategies and 
returning to the same subject to verify the findings tend to eliminate any chance of the data being 
unreliable (Brink, 1991)
Method triangulation (using qualitative and quantitative data gathering methods) which can give 
a fuller and more accurate data of the population studied (Begley, 1996) will be used in this 
study. According to Brink (1991), when qualitative researcher uses multiple methods of data 
collection, the validity of final report is often unquestioned.
* Regarding misrepresentation and misinterpretation of data, as Richars (2002) asserts several 
measures can be employed to minimize the risk of misinterpretation. One of them is ‘respondent 
validation' which introduced already. The other is working under supervision of qualified and 
experienced qualitative researcher. As Richards (2002) state ‘misinterpretation of data is most likely 
to occur when a researcher is working in isolation’. The researcher will be closely supervised and will 
have sufficient contact during the analysis with supervisors who are experienced qualitative 
researchers in the relevant field. A less direct approach to minimizing the risk of misinterpretation is 
for researchers to be aware of and explicit about their possible biases and limitations of the study 
(study limitations have been mentioned in a separate part at the end of the letter).
11 . The committee asks the chief investigator to explore the possible use of interpreters to 
see if it was practical and feasible. The committee noted that such interpreters would be 
used to communicate complex clinical points, and were concerned that the exclusion of 
women who could not communicate well enough in English might bias the study, under­
representing the views of certain religions or social classes. However, if the chief 
investigator, upon discussion with the translators, believed that this was not possible then it 
would be useful to indicate how this potential bias would be dealt with (or noted).
* Regarding using interpreter, it is not logical in terms of method and methodology which has been 
used. In-depth interviewing which is used in this study defined as a conversation between researcher 
and researched with a specific purpose focusing on the respondents’ perspective of self, life and 
experience which expressed in his or her own words (Minchiello, 1995, Beale, 2004). Qualitative 
interviewers try to be interactive and sensitive to the language and concepts used by the interviewee 
(Britten, 1995). In qualitative research, the researcher focus on naturally emerging language used by 
individuals and the meanings they assign to experience (Berg, 2004).
Moreover, in grounded theory, participants’ own language and actual words will be used at all 
level of coding during data analysis (Strauss and Corbin, 1990).
So, direct conversation between researcher and participants without using an interpreter will enhance 
the validity of data. Additionally, attendance of interpreter could interfere with the privacy of 
interview environment which is very important for infertile patients.
* About under-representing the views of some religions or social classes due to exclusion of 
women who cannot communicate well in English, it is emphasised that the rules of qualitative 
sampling are less rigid than those of quantitative methods where a strict sampling frame is 
established before the research starts (Holloway, 1996). Patton (1990) states that gaining rich, in- 
depth information guides the sampling strategies of the qualitative researcher. The selection of 
participants must be criterion-based and purposive. Sometimes researchers can easily identify 
individuals with special knowledge of a topic. Therefore, statistical representativeness is not a 
prime requirement in qualitative research when the objective is to understand social processes 
Mays and Pope (1995). Glaser and Strauss (1967) speak to the issue of “represesntativeness” in 
discussions on theoretical sampling in which sampling guided by ideas which have significance 
for the emerging theory.
In grounded theory, the researcher deliberately selects a sample of individuals who are theoretically 
representative of the role or position needed for the study. Such a sample which is theoretically 
informed and relevant to the study will minimise the possible bias arising from selecting convenient 
samples (Mays and Pope, 1995). One of the main differences between this and other types of 
sampling is time and continuance. It develops as the study proceeds and it can not be planned 
beforehand. Researchers select their samples on the basis of concepts and theoretical issues which 
arise during the research. As Wiener (1990) states sampling does not proceed “in terms of individuals 
or units of time but in terms of concepts, dimensions and variations”.
In this study interviews will be continued until achieving full understanding of exploring concept.
In Addition, for taking account this issue we will collect some data from other hospital in another site 
as well to cover all religions and social classes in the study.
12. Question A59 needed to be revised to indicate an appropriate contact point for the 
sponsor of this research and it could not be Prof Smith but an appropriate representative 
of the University.
The sponsor of research is: Prof. Terry Desombre, Chair of Research Ethics Committee, 
University of Surrey, School of Management, Guildford, Surrey, GU2 7TE E-mail: 
t.desombre@surrev.ac.uk Tel: 01483 686367
Conclusion
This study is using a qualitative approach which permits the researcher to study selected issues in 
depth and detail and attempt to interpret phenomena in terms of the meaning people bring to them 
(Denzin and Lincoln, 1994).
Qualitative research is often criticised for lacking scientific rigor. As Mays and Pope (1995) indicate 
the most common criticisms are being strongly subject to researcher bias, lacking reproducibility and 
lacking generalisability. The assumption underlying all these criticism is that quantitative and 
qualitative approaches are fundamentally different.
Qualitative research assumes that the researchers are an integral part of the research process and their 
viewpoints, and perspectives affect their interpretation (byme, 2001). This fact could bias the 
research. So the researcher will provide an overview in her thesis of her gender, class, and ethnicity 
and also personal and professional perspectives and assumptions for the research readers.
Nevertheless there are some limitations of this study of which the researcher is fully aware which do 
not obviate the research. Theses include: ^
-Drawing the samples from a population that presumably is not representative of infertile population 
-Relatively small sample size
-Dissimilarity of researcher’s ethnicity, first language, culture and appearance with most of the 
respondents
-Failure to achieve in-depth data in some cases because of secrecy and sensitivity of infertility 
-Exclusion of infertile women who do not seek infertility investigation and treatment procedures or 
have adopted child
- Exclusion of infertile women who can not communicate well enough in English
-Non- participation of infertile women who may have no religion or do not believe to the role of
religion at all and refuse from participation in the study after reading invitation letter.
-Impact of researcher own perception and understanding on data analysis 
-Effect of researcher’s beliefs as a health professional on the nature of data collected
Most of these issues may somehow damage the generalizability of the research findings but in 
qualitative research the researcher do not attempt to generalize his explanation in an empirical way, 
instead, she try to make theoretical generalization which is more productive (Mason,2002)
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Hammersmith and Queen Charlotte's & Chelsea Research Ethics Committee
2nd Floor 
Commonwealth Building 
Hammersmith Hospital 
London 
W12 0NN
Telephone; 020 8383 2003 
Facsimile: 020 8383 3203
Mrs Robab Latifnejad Roudsari 
PhD student
European institute o f Health & Medical Sciences 
The Duke of Kent Building,
University o f Surrey
Guildford
GU2 7TE
28 June 2005
Dear Mrs Latifnejad Roudsari
Full title of study: How religious faiths and/or spiritual beliefs affect the
psychosocial experiences of infertile women: A 
grounded theory approach 
REC reference number: 05/00406/91
Thank you fo r your letter o f 09 June 2005, responding to the Committee’s request for further 
information on the above research and submitting revised documentation.
The further information has been considered on behalf o f the Committee by the Chair.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised.
The favourable opinion applies to the research sites listed on the attached form.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document " Version D a/e
Application 2 28 April 2005
Application 3 09 June 2005
Investigator CV Cl 28 April 2005
Investigator CV Supervisor 28 April 2005
Protocol 2 28 April 2005
Summary/Synopsis 2 28 April 2005
Compensation Arrangements (None Specified)
Q0406/91 Page 2
Interview Schedules/Topic Guides 2 ...28A pxil2gg5 ._
Interview Schedules/Topic Guides 3 09 June 2005
Letters o f Invitation to Participants 3 (None Specified)
Letters o f Invitation to Participants 2 28 April 2005
GP/Consultant Information Sheets 2 28 April 2005
Participant Information Sheet 2 28 April 2005
Participant Information Sheet 3 09 June 2005
Participant Consent Form 2 28 April 2005
Response to Request for Further Information 09 June 2005
O ther letter from 05 July 2004
funder
Management approval
The study should not commence at any NHS site until the local Principal Investigator has 
obtained final management approval from the R&D Department for the relevant NHS care 
organisation.
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Notification of other bodies
The Committee Adm inistrator will notify the research sponsor and the R&D Departm ent for 
NHS care organisation(s) that the study has a favourable ethical opinion.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
05/Q0406/91 Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project, 
Yours sincerely
Chair
Email: ccollett@ hhnt.org
Enclosures:
A ttendance at Sub-Committee of the REC meeting on 24 June 2005 
Standard approval conditions 
Site approval form (SF1)
SF1 list of approved sites
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mRESEARCH IN HUMAN SUBJECTS OTHER THAN CLINICAL TRIALS OF 
INVESTIGATIONAL MEDICINAL PRODUCTS
Standard  conditions of approval by R esearch Ethics Com m ittees
1. Further communications with the Research Ethics Committee
1.1 Further communications during the research with the Research Ethics Committee
that gave the favourable ethical opinion (hereafter referred to in this document as 
“the Committee”) are the personal responsibility o f the Chief Investigator.
2. Commencem ent of the research
2.1 It is assumed that the research will commence within 12 months o f the date o f the
favourable ethical opinion.
2.2 In the case of research requiring site-specific assessment (SSA) the research may 
not commence at any site until the Committee has notified the Chief Investigator that 
the favourable ethical opinion is extended to the site.
2.3 The research may not commence at any NHS site until the local Principal Investigator 
(PI) o r research collaborator has obtained management approval from the relevant 
NHS care organisation.
2.4 Should the research not commence within 12 months, the Chief Investigator should 
give a written explanation for the delay. It is open to the Committee to allow a further 
period o f 12 months within which the research must commence.
2.5 Should the research not commence within 24 months, the favourable opinion will be
suspended and the application would need to be re-submitted for ethical review.
3. Duration of ethical approval
3.1 The favourable ethical opinion fo r the research applies for the expected duration of
the research as specified in the application form. If it is proposed to extend the 
duration o f the study, this should be submitted for approval as a substantial 
amendment.
SOPs version 2.0 dated October 2004
SL-AC2 Approval conditions (research other than CTIMP)
4. Progress reports
4.1 Research Ethics Committees are required to monitor research with a favourable 
opinion. The Chief Investigator should submit a progress report to the Committee 12 
months after the date on which the favourable opinion was given. Annual progress 
reports should be submitted thereafter.
4.2 Progress reports should be in the form at prescribed by COREC and published on the 
website (see www.corec.ora.uk).
4.3 The Chief Investigator may be requested to attend a meeting of the Committee or 
Sub-Committee to discuss the progress of the research.
5. Amendments
5.1 If it is proposed to make a substantial amendment to the research, the Chief 
Investigator should submit a notice o f amendment to the Committee.
5.2 A  substantial amendment is any amendment to the term s of the application for ethical 
review, or to the protocol or other supporting documentation approved by the 
Committee, that is likely to affect to a significant degree:
(a) the safety or physical or mental integrity of the trial participants
(b) the scientific value o f the trial
(c) the conduct o r management of the trial.
5.3 Notices of amendment should be in the format prescribed by COREC and published 
on the website, and should be personally signed by the Chief Investigator.
5.4 A  substantial amendment should not be implemented until a favourable ethical 
opinion has been given by the Committee, unless the changes to the research are 
urgent safety measures (see section 7). The Committee is required to give an 
opinion within 35 days of the date o f receiving a valid notice o f amendment.
5.5 Amendments that are not substantial amendments (“m inor amendments”) may be 
made at any time and do not need to be notified to the Committee.
6. Changes to sites (studies requiring site-specific assessment only)
6.1 W here it is proposed to include a new site in the research, there is no requirem ent to 
submit a notice o f amendment form to the Committee. Part C of the application form 
together with the local Principal Investigator’s CV should be submitted to the relevant 
LREC fo r site-specific assessment (SSA).
6.2 Similarly, where it is proposed to make important changes in the management o f a 
site (in particular, the appointment of a new PI), a notice o f amendment form is not 
required. A  revised Part C for the site (together with the CV for the new PI if 
applicable) should be submitted to the relevant LREC for SSA.
SOPs version 2.0 dated October 2004
SL-AC2 Approval conditions (research other than CTlMP)
6.3 The relevant LREC will notify the Committee whether there is any objection to the 
new site or Principal Investigator. The Committee will notify the Chief Investigator of
. its opinion within 35 days o f receipt o f the valid application fo r SSA.
6.4 For studies designated by the Committee as having “no local investigators” , there is 
no requirement to notify the Committee o f the inclusion o f new sites.
7. Urgent safety measures
7.1 The sponsor or the Chief Investigator, o r the local Principal Investigator at a trial site,
may take appropriate urgent safety measures in order to protect research 
participants against any immediate hazard to their health or safety.
7.2 The Committee m ust be notified within three days that such measures have been
taken, the reasons why and the plan fo r further action.
8. Serious Adverse Events
8.1 Any Serious Adverse Event (SAE) occurring to a research subject must be promptly 
notified to the Committee where it is considered possible that the event resulted from 
the ir participation in the research. An SAE is an untoward occurrence that:
(a) results in death
(b) is life-threatening
(c) requires hospitalisation or prolongation of existing hospitalisation
(d) results in persistent or significant disability or incapacity
(e) consists o f a congenital anomaly or birth defect
(f) is otherwise considered medically significant by the investigator.
8.2 Reports o f SAEs should be provided to the Committee within 15 days of the Chief 
Investigator becoming aware o f the event, in the format prescribed by COREC and 
published on the website.
8.3 The Chief Investigator may be requested to attend a meeting o f the Committee or 
Sub-Committee to discuss any concerns about the health or safety of research 
subjects.
8.4 Reports should not be sent to other RECs in the case of multi-site studies..
9. Conclusion or early term ination of the research
9.1 The Chief Investigator should notify the Committee in writing that the research has 
ended within 90 days o f its conclusion. The conclusion of the research is defined as 
the final date or event specified in the protocol, not the completion of data analysis or 
publication of the results.
9.2 If the research is term inated early, the Chief Investigator should notify the Committee 
within 15 days of the date of termination. An explanation of the reasons for early 
termination should be given.
SOPs version 2.0 dated October 2004
SL-AC2 Approval conditions (research other than CTIMP)
9.3 Reports o f conclusion o r early termination should be subm itted in the form prescribed 
by COREC and. published on the website.
10. Final report
10.1 A  summary o f the final report on the research should be provided to the Committee 
within 12 months of the conclusion of the study.
11. Review o f ethical opinion
11.1 The Committee may review its opinion at any time in the light o f any relevant 
information it receives.
11.2 The Chief Investigator may at any time request that the Committee reviews its 
opinion, o r seek advice from the Committee on any ethical issue relating to the 
research.
12. Breach o f approval conditions
12.1 Failure to comply with these conditions may lead to suspension or term ination o f the
favourable ethical opinion by the Committee.
SOPs version 2.0 dated October 2004
SL-AC2 Approval conditions (research other than CTIMP)
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Unis
Ethics Committee
27 Ju ly 2005
M rs Robab Latifnejad Roudsari
PhD Student
E I H M S
Dear Mrs Latifnejad Roudsari
How religious faith and/or spiritual beliefs affect the psychosocial experiences of 
infertile women: A grounded theory approach (EC/2005/75/EIHMS) -  FAST TRACK
On behalf o f the Ethics Committee, I am pleased to confirm  a favourable ethical opinion fo r 
the above research on the basis described in the subm itted protocol and supporting 
documentation.
Date o f confirmation o f ethical opinion: 27 Ju ly  2005
The list o f documents reviewed and approved by the Committee under its Fast Track 
procedure is as follows:-
Docum ent Type: Application 
Dated: 14/07/05 
Received: 19/07/05
Document Type: Approval from the Hammersmith & queens Charlotte ’s & Chelsea REC 
Dated: 28/06/05 
Received: 19/07/05
Docum ent Type: A Summary o f the Research Plan 
Version: 2 
Dated: 28/04/05 
Received: 19/07/05
Document Type: Research Proposal 
Version: 2 
Dated: 28/04/05 
Received: 19/07/05
Document Type: Invitation Letter 
Version: 3 
Dated: 09/06/05 
Received: 19/07/05
Document Type: Patient Information Sheet 
Version: 3 
Dated: 09/06/05 
Received: 19/07/05
Document Type: Consent Form 
Version: 2 
Dated: 28/04/05 
Received: 19/07/05
Docum ent Type: Interview Schedule 
Version: 3 
Dated: 09/06/05 
Received: 19/07/05
Document Type: Religious and Spiritual Assessment Inventory 
Version 2 
Dated: 28/04/05 
Received: 19/07/05
Document Type: GP Information Sheet 
Version: 2 
Dated: 28/04/05 
Received: 19/07/05
Document Type: Letters Relating to  Insurance Policies 
Received: 19/07/05
Document Type: NHS Application Form 
Version: 3 
Dated: 09/06/05 
Received: 19/07/05
This opinion is given on the understanding that you will com ply w ith the University's Ethical 
Guidelines fo r Teaching and Research, and w ith the conditions set out below.
1. That the Patient Information Sheet indicates tha t this research is being undertaken as a 
doctoral study.
2. That all docum ents sent to  participants are presented on the University’s headed paper.
3. That you clarify whether any post-interview support is available if the participant 
becomes distressed as a consequence of the material discussed.
The Committee should be notified of any amendments to  the protocol, any adverse 
reactions suffered by research participants, and if the study is term inated earlier than 
expected, w ith reasons.
I would be grateful if you would confirm , in writing, your acceptance o f the conditions 
above.
You are asked to  note that a further submission to  the Ethics Committee w ill be required in 
the event that the study is not com pleted w ithin five years o f the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Professor P Smith, Supervisor, EIHMS 
Dr H Allan, Supervisor, EIHMS
Robab Latifneiad Roudsari_________________________________________  Appendix 5
Appendix 5
Agreement of supervisors to carry out pilot study in Iran
447
15 July. 2005
Director
Montaserieh Infertility Research Centre 
Mashhad University of Medical Sciences 
Mashhad 
Iran
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ao.uk
Centre for Research 
in Nursing and 
Midwifery Education
Pam Smith
Tel: 01483 686714 
Fax: 01483 686711 
E-mail:
PASmith@surrey.ac.uk
European 
institute of 
Health and 
Medical 
Sciences
University Campus
Duke of Kent Building 
Stag Hill 
Guildford 
Surrey GU2 7TE
Telephone
+44 (0)1483 686700 
Facsimile
+44 (0)1483 686701
Dear Madam
We are writing to advise that Robab Latifîiejad is a doctoral student here at the 
University of Surrey. As her research supervisors we are able to conGrm that she has 
ethical clearance and permission to come to Iran to carry out her PhD data collection.
If you need any further clarification, we can be contacted on the following email 
addresses:
Professor Pam Smith -  p.a.smith(a>surrev.ac.uk 
Dr Helen Allan -  h.allan(S)surrev.ac.uk
Yours sincerely
Professor Pam Smith 
Director of CRNME
Dr helen allan 
Senior Research Fellow
> o
e e n 's  
Y  P r i z e s
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c ï ï a
Central Offiœ lot Research Ctiiics Committees 
(CORCO
NOTICE OF SUBSTANTIAL AMENDMENT
For use in the case of all research other than clinical trials of investigational medicinal products 
(CTIMPs). For substantial amendments to CTIMPs, applicants should use the EU-approved notice of 
amendment form available at www.corec.orq.uk/amendments.htm. This form cannot be accepted 
for CTIMPs.
To be completed in typescript by the Chief Investigator and submitted to the Research Ethics 
Committee that gave a favourabie opinion of the research (“the main REC”). In the case of multi-site 
studies, do not send copies to other RECs uniess specifically notified to do so by the main REC.
Details of Chief Investigator:
Name: Robab Latifnejad Roudsari
Address: 5“  ^Floor
European Institute o f Health & Medical Sciences
The Duke of Kent Building
University o f Surrey
Guildford, GU2 7TE
Telephone: 01483 684542
E-mail: r latifnejad@surrey.ac.uk
Fax: 01483 682541
Full title of study: How religious faiths and/or spiritual beliefs affect 
the psychosocial experiences of infertile women: A 
grounded theory approach
Research sponsor: University o f Surrey
Name of main REC: Hammersmith, Queen Charlotte's and Chelsea 
Research Ethics Committee
Main REC reference number: 05/00406/14
Date study commenced: September, 2005
Protocol reference ( if  applicable), 
current version and date:
Notice of amendment (non-CTIMP), Version 1.0, May 2004
A m endm en t num ber and date: No.1 Date 02.08.2005
Type o f am endm ent (ind ica te  a ll tha t app ly)
(a) Amendment to information previously given on the REC application form
Yes »4Z1 No □
If  yes, please refer to relevant sections of the REC application in the 
“summary of changes” below.
(b) Amendment to the protocol
Yes □  No »4Z1
If yes, please submit either the revised protocol with a new version number 
and date, highlighting changes in bold, or a document listing the changes 
and giving both the previous and revised text
(c) Amendment to the information sheet(s) and consent form(s) for participants, or to any 
other supporting documentation for the study
Yes □  No *4ZI
If  yes, please submit all revised documents with new version numbers and 
dates, highlighting new text in bold
S um m ary o f changes
Briefly summarise the main changes proposed in this amendment. Explain the purpose of 
the changes and their significance for the study.
Supporting scientific information should be given (or enclosed separately) where the 
amendment significantly alters the research design or methodology, or could otherwise 
affect the scientific value of the study.
According to the opinion of ethics Committee and Director o f assisted Conception Unit, 
Hammersmith, I have been permitted to recruit only the NHS referrals who are referred to 
the clinic with diagnosis o f primary infertility and women who are potentially or actually 
entered to the Assisted Reproductive Technologies (ART) should be excluded from the 
study (please refer REC Application Form, Version 3, Date 09/06/05, QA10). But I do need 
to recruit patients who are undergo ARTs like IVF, lUI, ICSI, FET etc. and also private 
referrals or overseas patients.
The main reasons of applying for an additional site are mentioned below:
1. Fully compliance of the research protocol with the regulations o f Human Fertilization 
 and Embryology Authority- HFEA (which regulates any UK research or treatment
Notice of amendment (non-CTIMP), Version 1.0, May 2004
involving the creation, storage and use of human embryos, and the storage and use 
of human eggs and sperm in all UK clinics providing IVF) regarding research. In this 
research, patients’ records will not be used by the chief investigator and all 
information which obtain through interview will be maintained anonymous and 
confidential. A t the conclusion of the study tapes will be protected until the end of 
the data analysis and PhD viva in accordance with the DPA. A fter awarding PhD to 
the researcher, tapes will be destroyed or could be sent to the participants at their 
request. So, this research does not contravene the HFEA’s regulations.
2. Drawing the sample from a population which is not representative o f infertile women 
population
3. Lack of sufficient numbers of potential infertile patients who could be recruited
4. Loss o f diversity in recruited patients’ experience of infertility which is a very critical 
point in qualitative approaches
5. Lack o f patients from different religions due to decreased total number o f patients
6. Not to achieve full understanding of the exploring concept o f religiosity and/ or 
spirituality due to lack o f representativeness o f population
7. Under-presenting the views and experiences o f the patients who undergo ART 
which is definitely different with the patients who are not, particularly those 
experienced frequent failures after ART
8. Impossibility to access the data regarding sperm, ovum and embryo donation from 
the perspective of women who are confronted with decision making in their critical 
situation which is prohibited from perspective o f all monotheistic religions
9. Inability to reflect the experience of private referrals or overseas patients who 
undergo ART, especially, their resultant financial drain.
Basically, the conditions of LREC approval at Hammersmith may restrict the variety o f
the accessible sample and the researcher needs to address this to set a broader
sample. Otherwise, achieving full, entire and comprehensive data would be very
difficult.
Any other relevant information
Applicants may indicate any specific ethical issues relating to the amendment, on which the opinion 
of the REC is sought
I have met the stuff recommended at Part 10- Research, general standards, prohibitions). 
Code o f Practice, 6*  ^Edition, Human Fertilization and Embryology Authority. They are fully 
supportive of this substantial amendment (please refer to enc losed ).
I also got a letter o f support from Mr. John Parsons, Director, Assisted Conception Unit, 
King’s College Hospital which permits me to recruit the patients attend the Unit (Please see 
enclosed).
Notice of amendment (non-CTIMP), Version 1.0, May 2004
List of enclosed documents
Indicate revised version numbers and dates and highlight all changes in bold or underline.
Declaration
• I confirm that the information in this form is accurate to the best o f my knowledge and I 
take full responsibility for it.
• I consider that it would be reasonable for the proposed amendment to be implemented.
Signature of Chief Investigator:  7^.». .Jl» .............
Print name: Robab Latfnejad Roudsari ...................................
Date of submission: 02.08.2005 ................................................
Notice of amendment (non-CTIMP), Version 1.0, May 2004
Robab Latifneiad Roudsari_____________________________________________________ Appendix 7
Appendix 7
Approval for amendment obtained from Hammersmith LREC
454
E z z a
H am m ersm ith  and Queen C ha rlo tte ’s & 
Chelsea H osp ita ls  
Research E th ics  C om m ittee
Mr Clive Collett BSc MA -  Secretary
~  2"  ^Floor, Commonwealth Building
Hammersmith Hospital 
Du Cane Road 
London 
W12 0NN
Tel: 0208 383 2003 
Fax: 0208 383 3203 
e-mail: ccollett@hhnt.org 
www.geocities.com/hammersmith_lrec
Mrs Robab Latifnejad Roudsari 
PhD student
European Institute o f Health & Medical 
Sciences
The Duke o f Kent Building,
University o f Surrey
Guildford
GU2 7TE
27/10/2005 
Dear Robab,
Full t it le  o f s tud y :
REC re ference  num ber:
How  re lig io u s  fa ith s  and /o r s p ir itu a l be lie fs  a ffec t the  
psycho so c ia l experiences o f in fe rtile  w om en: A  
g rounded  th e o ry  approach 
05/Q0406/91
Amendment number: 1.0 
Amendment date: 02 August 2005
The above amendment was reviewed by the Full Committee o f the Research Ethics 
Committee at the meeting held on 26/10/2005.
E th ica l o p in io n
The members o f the Committee present gave a favourable ethical opinion o f the amendment 
on the basis described in the notice o f amendment form and supporting documentation.
M em bersh ip  o f  the  C om m ittee
The members o f the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
M anagem ent approva l
All investigators and research collaborators in the NHS should notify the R&D Department for 
the relevant NHS care organisation of this amendment and check whether it affects local 
management approval o f the research.
S ta tem ent o f com p liance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
REC re ference  num ber: 05/00406/91 
co rrespondence___________________
Please quo te  th is  num ber on a ll
Yours sincerely,
Clive Collett
Committee Administrator
Hammersmith and Queen Charlotte's & Chelsea Research Ethics Committee
Attendance at Committee meeting on 26 October 2005 
Committee Members:
Name Profession Present? Notes
Professor A George Professor of Molecular 
Immunology
Yes
Dr Graham Miller Lecturer in 
Management (Vice- 
Chair, Lay member)
Yes
Professor Jane Apperley Chair of the 
Department of 
Haematology
No
Prof Phil Bennett Clinical Professor 
Obstetrics & 
Gynaecology
Yes
Mr Christian Bottomley Statistician No
Dr Stephen Brett Honorary Senior 
Lecturer
Yes
Ms Mo Yale Yes
Dr Sheila Coates GP Yes
Ms Leah de Souza Epidemiologist (Lay 
Member)
Yes
Dr David Harris Anaesthetist No
Ms Ann Jacklin Pharmacist No
Mr Paul Jankowiak Head of Information No
Dr Melvyn Myers Radiation Protection 
Advisor
No
Ms Jo Studham Head Nurse No
Dr Caroline Vaughan Lay member Yes
Dr Columba Quigley Consultant in Palliative No
Care & Honorary Clin 
Senior Lecturer
Prof Sunil Shaunak Yes
Ezza
Hammersmith and Queen Charlotte's & Chelsea Research Ethics Committee
Room 4W/12,4th Floor 
Charing Cross Hospital 
Fulham Palace Road 
London 
W6 8RF
Telephone: 020 8846 7258 
Facsimile: 020 8846 7280
Mrs Robab Latifnejad Roudsari 
PhD student
European Institute of Health & Medical Sciences 
The Duke of Kent Building,
University of Surrey 
Guildford GU2 7TE
09 November 2006
Dear Mrs Latifnejad Roudsari
Full title of study: How religious faiths and/or spiritual beliefs affect the
psychosocial experiences of infertile women: A grounded 
theory approach 
REC reference number: 05/Q0406/91
The REC gave a favourable ethical opinion to this study on 24 June 2005.
Further notification(s) have been received from local site assessor(s) following site-specific 
assessment. On behalf of the Committee, I am pleased to confirm the extension of the 
favourable opinion to the new site(s). I attach an updated version of the site approval form, 
listing all sites with a favourable ethical opinion to conduct the research.
Research governance approval
The Chief Investigator or sponsor should inform the local Principal Investigator at each site of 
the favourable opinion by sending a copy of this letter and the attached form. The research 
should not commence at any NHS site until research governance approval from the relevant 
NHS care organisation has been confirmed.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
05/Q0406/91______________ Please quote this number on all correspondence
Yours sincerely
Mr Clive Collett 
Committee Co-ordinator
Email: ccollett@hhnt.org
Enclosure: Site approval form
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E T 7 7 I
University College London Hospitals
NHS Foundation Trust
Joint UCLH/UCL Biomedical Research (R&D) Unit 
Professor Ian Jacobs
Office Location: Postal Address:
Floor Maple House Rosenheim Wing, Ground Floor
149 Tottenham Court Road 25 Grafton Way
-ondon WC1 London, WC1E 5DB
Email: philip.diamond@ uclh.nhs.uk Tel: 020 7380 9833 Fax: 020 7380 9937 Web-site: www.uclh.nhs.uk
02 November 2006
1rs Latifnejad Roudsari 
IHMS
niversity o f Surrey
ear Mrs Latifnejad Roudsari,
reject ID; 06/0143 (Please quote in all correspondence)
itie: How religious faiths and/or spiritual beliefs affect the psychosocial experiences of
infertile women: A grounded theory approach
la n k  you for registering the above study with the R&D Directorate. I am pleased to give the approval of UGL 
ospitals NHS Foundation Trust for the study to proceed.
DU will be aware that as principal investigator you have various responsibilities under the Department of 
ealth's Research Governance Framework for Health and Social Care. Please note that you are required:
•  to comply with the UCLH Information Security Policy (the R&D Directorate’s data protection toolkit 
“Consent and Security” will help you meet the requirements o f the Data Protection Act and is available 
at http://www.uclh.org/services/research/.
•  to ensure that any co-investigator who is not an employee o f UCLH has in place an up-to-date 
honorary contract.
•  to keep copies o f all consent forms with your project documentation. UCLH carries out audits of 
informed consent and if your project is selected for audit, you will need to provide access to the 
consent forms.
ease ensure that you have addressed any outstanding issues raised by the research ethics 
)mmittee and have full ethical approval before you start your project. Also you must ensure that you 
>mply with a(l the requirements of the ethics committee regarding progress reports, notification of 
otocol amendments and adverse events.
DU are strongly recommended to use an investigator file to store all the documentation relating to this 
search project. This will help facilitate the research audit process which is now a research governance 
quirement. The attached list of headings is designed to help you assemble your investigator file.
Durs sincerely
f f
'ofessor Ian Jacobs
irector of R&D, UGL Hospitals NHS Foundation Trust
Director - Prof Ian Jacobs; Deputy Director - Prof Alan Thompson
Assistant Directors: Dr Nick McNally; Mrs Yvanne Enever; Ms Sue Kerrison; Prof Rosalind Raine
U G L Hospitals Is an N H S  Foundation T rust incorporating the  E astm an D en tal H ospita l, E lizabeth  
G arre tt Anderson & Obstetric  Hospital, T h e  H ea rt H ospital, Hospital for Tropical D is ea s e s , T h e  
N ational Hospital for N eurology &  N eurosurgery, T h e  R oyal London H om oeopath ic  H ospita l and  
P I 0 0  p  I  University C o llege  Hospital.
UCL Hospitals NHS Foundation Trust 
Research & Development Directorate 
Investigator File 
List of important documents
Dr the purposes of audit it is strongly recommended that you maintain a file of study 
Dcumentation relating to your research project The list below is designed to help you 
jt together your investigator file.
Research & Development ‘Registration of a Clinical Research Project’ form (the 
‘R&D form’)
Project approval letter (from Director of Research & Development)
Protocol/ protocol amendments
Details of peer review and report (if available)
Ethics submission and correspondence
Correspondence with supporting clinical directorates (e.g. pathology, radiology, 
pharmacy), including written confirmation that the directorates can support the 
project
Agreements (clinical trials agreements, funding, indemnity, insurance)
Any relevant approval documentation (CTA, ARSAC Licence/Approval, Gene 
Modification Approval)
, Data protection policy and agreements
D. Copies of all signed and dated patient consent forms
1. List of study personnel, including honorary contracts and outline of involvement 
in the project
2. Record of adverse events
3. Copy of Ethics Committee Progress Forms
Director - Prof Ian Jacobs; Deputy Director - Prof Alan Thompson
Assistant Directors: Dr Nick McNally: Mrs Yvanne Enever; Ms Sue Kerrison; Prof Rosalind Raine
pNNMNjKMNj UCL Hospitals is an NHS Foundation Trust incorporating the Eastman Dental Hospital, Elizabeth
I I  Garrett Anderson & Obstetric Hospital, The Heart Hospital, Hospital for Tropical Diseases, TheL " jL Ml National Hospital for Neurology & Neurosurgery, The Royal London Homoeopathic Hospital and 
p  g T i A l  University College Hospital.
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Hammersmith Hospitals fiV i
NHS Trust
Version 3 Date; 09 /06/2G05 Ref: 05/Q0406/14
Hammersmith Hospital 
Du Cane Road 
London 
W12 OHS
INVITATION LETTER Tel: 020 8383 1000
Fax: 020 8383 3169 
www.hhnt.org
S tudy  title : How  re lig ion  a ffec ts  w om en ’s experience  o f in fe r tility
D ear Madam
You are being invited to take part in a research study which is being carried out by 
Mrs. Robab Latifne jad , PhD s tud e n t a t U n ive rs ity  o f Surrey, in the Infertility 
Clinic, outpatient department at Queen Charlotte’s & Chelsea and Hammersmith 
Hospital. The purpose of this study is to understand the emotional and social 
experience of women who have difficulties with fertility and the ways in which they 
deal w ith any psychological or social issues. Furthermore it attempts to find out how 
religious faiths and/ o r spiritual beliefs influence women's experience of infertility.
If you would like to have more information please read the enclosed “information 
sheet” which contains detailed information about the study. You will have time to read 
the  information sheet carefully and discuss it with others if you wish. Please ask the 
researcher if there is anything that is not clear. You will have time to decide whether 
o r not you wish to take part in the study.
If you would like to take part in this study please complete the reply slip below and 
return it in the self-addressed envelop to the researcher. You can inform the 
researcher by e-mail o r phone on contact detail which has been mentioned in 
enclosed information sheet as well.
I would like to thank you for taking time to read this letter and hope to hear from you 
soon. If you have any queries, please feel free to contact with the researcher. 
S incerely yours
D r Raul Margara
C h ie f o f Service, ReprodUgJiVe M edicine 
H am m ersm ith , Queen C ha rlo tte 's  and Chelsea H ospita l 
Du cane Road, London
I would like to participate in the above study and agree that the researcher can 
contact me to arrange a convenient time to hold the interview. I understand that 
although I have volunteered to take part in this study 1 can decide to withdraw at any 
time.
Nam e................................................. Telephone No..................................
Date....................................................S ignature................................... .
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Uni
Versions Date: 09/06/2005 Ref: 05/Q0406/14
PATIENT INFORMATION SHEET
Study title: How religion affects women’s experience of
University 
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803 
www.surrey.aG.uk
nfertility
European 
Institute of 
Health and 
Medical 
Sciences
University Campus
Duke of Kent Building 
Stag Hill 
Guildford 
Surrey GU2 7TE
Telephone
+44 (0)1483 686700 
Facsimile
+44 (0)1483 686701
You are being invited to take part in a research study. Before you decide it is important for you 
to understand why the research is being done and what it will involve. Please take time to read 
the following information carefully and ask the researcher if there is anything that is not clear o r if 
you would like more information. Please take time to decide whether or not you wish to take part.
What is the purpose of the study?
The purpose of this study is to understand the emotional and social experience o f women who 
lave  difficulties with fertility and the ways in which they deal with any psychological or social 
issues. Furthermore it attempts to find out how religious faiths and/ or spiritual beliefs influence 
women's experience of infertility.
Why have I been chosen?
articipants in the study will be women with a diagnosis o f primary or secondary infertility who 
are seeking infertility investigations and treatment. You have been chosen because of having the 
aforementioned criteria. About 60 or more women with the same characteristics will be chosen.
Do I have to take part?
Mo, you do not, but if you do decide to take part you will be given an information sheet to keep 
and be asked to sign a consent form. A  copy of the signed consent form will be given to you as 
well.
f  you decide to take part you are still free to w ithdraw at any time and without giving a reason. A 
decision to w ithdraw at any time, or a decision not to take part, will not affect the standard of 
care you receive.
What will happen to me if i take part?
You will answer some questions about your experience of infertility through your day-to-day life 
and the different coping methods that you are applying to deal with your emotional and social 
issues. Some of the questions may be personal and sensitive in nature, but if we, as health 
Drofessionals, know about these issues, we would be able to improve the standards of care and 
counselling for the patients in the future. It is not important which religion or spiritual group you 
belong to or whether or not you believe in any religion or spiritual tradition. The most important 
hing for this study is your real experience or practice, rather than what you think your 
experience or practice should be. There is no right or wrong answer.
For this reason you will be interviewed in a private room by researcher at a time convenient to 
you. The interview will last approximately 45 minute. All the facilities and counselling staff are 
available locally to deal with any requirements you may have. We m ight need to interview you 
twice, if  it is necessary, the researcher will inform you and discuss with you whether you want to 
continue in the study. If you agree, then you will be asked to sign an updated consent form. The 
appointments will be made in your usual work-up and treatment days and you are not needed to 
visit the clinic more often than your usual attendance requires.
What are the possible benefits of taking part?
The information which we get from this study may help us to improve our counselling to future 
patients with infertility.
Will my taking part in this study be kept confidential?
All information which is collected about you during the course of the research will be kept strictly 
confidential. Any information about you which leaves the hospital will have your name and 
address removed so that you cannot be recognised from it.
It is normal practice that your GP will be notified o f your participation in this study by a letter, but 
it only will be done in your agreement.
What will happen to the results of the research study?
The results o f the study will be disseminated through academic journals and conferences. If you 
would like to be made aware of the results, you can receive the information through direct 
contact with the researcher. Infertility centres involved in the counselling o f women will receive a 
summarised report o f the results.
Who is organising and funding the research?
The University o f Surrey will act as the sponsor o f this research.
Who has reviewed the study?
This research project has been reviewed by the Local Research Ethics Committee and 
Research Ethics Committee of the University of Surrey.
Contact for Further Information
If you need any further information regarding the above study or have any questions, please do 
not hesitate to contact me.
Robab Latifnejad 
PhD student 
s'" Floor
European Institute o f Health and Medical Sciences 
University o f Surrey 
Guildford, Surrey, GU2 7TE
W ork telephone (direct line): 01483 684542 
Mobile: 07821630303 
E-mail: r.latifneiad@ surrev.ac.uk. 
r_latifnejad@ hotmail.com
Thank you very much for reading this information sheet.
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EEN’ S
Y P r i z e s
Version 3 Date: 09/06/2005 Ref: 05/00406/14
Patient identification Number:
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
CONSENT FORM
Title o f Project: How religion affects the infertile women’s experience
Name o f Researcher: Robab Latifnejad
Please initia l box
1. I confirm that I have read and understand the information sheet dated 09/06/20051 | 
(version 3) for the above study and have had the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to withdraw at any time, 
without giving any reason, without my medical care or legal rights being affected.
European 
Institute of 
Health and 
Medical 
S ciences
University Campus
Duke of Kent Building 
Stag Hill 
Guildford 
Surrey GU2 7TE
Telephone
+44 (0)1483 686700 
Facsimile
+44 (0)1483 686701
3. I agree to take part in the above study.
□□
Name of Patient Date Signature
Name of Researcher Date Signature
1 for patient; 1 for researcher; 1 to be kept with hospital notes
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INTERVIEW SCHEDULE 
Short title: How religion affects women’s experience of infertility 
Introduction
I would like to inform you that the purpose of this study is to understand the 
emotional and social experience of women who have difficulties with fertility and the 
ways in which they deal with their psychological or social issues. Furthermore it 
attempts to find out how religious faiths and/ or spiritual beliefs influence women’s 
experience of infertility.
For this reason, I will ask you some questions about your experience of infertility. The 
interview will last approximately 45 minute. All the facilities and counselling staff of 
Infertility Clinic are available at the Hammersmith Hospital to deal with any requirements 
you may have. Mrs. Jennifer Hunt, Senior Counsellor supports this research project. It is not 
important which religion or spiritual group you belong to or whether or not you 
believe in any religion or spiritual tradition. The most important thing is what the 
experience means to you. There is no right or wrong answer. The aim is finding out 
the strategies which help women to cope better with the situation.
We will go through the questions listed below. If you agree your answers will be 
audio taped. Everything you say will be confidential.
Is there anything you would like to ask before we start?
Thank you very much for your participation.
Part I
-How do you deal with this reality that you have difficulties with your fertility?
-Tell me about the meaning of motherhood from your perspective. What are your 
reasons for wanting a child?
-What influence has infertility had on your life as a whole?
-How satisfied are you with your life?
-How has infertility affected your marital relationship?
-Could you tell me about any emotional or psychological effects which you have 
experienced?
How have you coped with them?
-Could you tell me about any social implication which you have experienced?
How have you coped with them?
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Part II
-In general, how important are your religious or spiritual beliefs in your daily life?
- Some people believe that “the cause of infertility might be something beyond human 
power” and some of them say that “it’s just a medical issues”. What your opinion is?
-To what extent is your religion or spirituality involved in dealing with stressful 
situations?
-How does religion and spirituality enable you to cope with infertility?
-Are there any particular decision regarding your treatment that might be affected by 
your religious or spiritual beliefs? How would these beliefs influence your medical 
decision?
- Have you ever met a religious or spiritual healer? What was your motivation?
- What is the perspective of your religion regarding choosing artificial reproductive 
technologies like IVF, ICSI, FET, etc?
- According to your religious beliefs, do you have permission for use of donor sperm, 
embryo or donated egg?
- If your only remaining option is donor insemination, do you accept it to overcome 
your infertility problem?
Part in
-Do you use your church and/or other groups as a social support? Have you ever 
sought consultation with religious or spiritual professionals like Reverend/ Cleric 
regarding your problem?
- How often do you attend religious services and places like church/ mosque /temple?
-What is your final approach regarding your infertility? Continuing treatment, 
stopping treatment and remaining childless, adoption or other options?
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RELIGIOUS AND SPIRITUAL ASSESSMENT INVENTORY 
Instruction
1-Please respond to each statement below by marking (x) in the column that best 
represents your experience.
2-It is best to answer according to what really reflects your experience rather than 
what you think your experience should be.
3- Select the answer which comes to your mind first. Don’t spend too much time 
thinking about an item.
4- Give the best possible response to each statement even if it does not provide all 
the information you would like.
5-Do your best to respond to all statements.
6- Your answer will be confidential.
Statements
Strongly
disagree
Partially
disagree
I’m in 
between
Partially
agree
Strongly
agree
I believe in God or in a universal 
spirit.
When I have problems or difficulties 
in my family, work or personal life, I 
seek spiritual comfort.
I feel that without God, there would 
be no purpose in life.
I think about how my life is part of a 
larger spiritual force.
It is important to me to spend periods 
of time in private religious or 
spiritual thought and reflection.
The gratitude I feel for what I have 
received in life has a spiritual or 
religious dimension.
I consider myself to be a religious 
person.
I believe that God or universal spirit 
observes my actions and rewards or 
punishes me for them.
I enjoy taking part in religious 
services.
I have personal spiritual beliefs that 
are independent of organized 
religion.
When I was a child, religion and 
spirituality was a natural part of my 
life.
I see a special purpose for myself in 
this world.
When I look at the world, I don’t see 
much to be grateful for.
I consider myself to be a spiritual 
person.
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QUESTIONNAIRE FOR DEMOGRAPHIC CHARACTERISTICS
Dear Madam
I would like to inform you that I need to have some of your demographic information 
for this research. It would be very appreciated if kindly answer to this questionnaire. 
These data will be maintained extremely confidential.
Thank you very much for taking time to answer these questions.
1- How old are you?
2- What is your ethnicity?
3- Are you married? 1-yes 2-NO
If yes, how long have you been married?
If no, how long you are living with your partner?
4- What is your educational level?
5- What is your job?
6- Are you part of an organized religion? 1-yes 2-NO
If yes, what is it?
Christianity Islam Judaism Sikhism Hinduism Buddhism Other
7- What specific denomination do you belong to?
8- How long do you have fertility problem?
9- What your fertility problem is?
10-Who has fertility problem? 1-Wife 2-Husband
11- How long you are undergoing infertility investigation and treatment?
12- How many treatment options have you experienced so far (hormonal, surgery, 
artificial methods like IVF, lUI, microsurgery, etc.)?
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NVivo revision 2.0.163 Licensee: PhD Student
Project: Robab User: Administrator Date: 09/04/2008 - 19:11:04
DOCUMENT TEXT REPORT
Document: Catherine
Created: 07/08/2006 - 15:33:16 
Modified: 11/01/2007 - 16:22:21 
Description:
Christian/ Catholic/1
Document Text:
1 : §1 CHC1
2 : §2 (38 y -old, British, administration officer in school, Christian- 
Catholic, Primary infertility for 3 years. Female factor)
3 :
4 :
5 :  § 3
6 : §4  What was your first reaction when you heard that you have fertility 
problem?
7 : UiTL one of..., shame really, because my mother had five children and my sister had four. So I 
thought it wouldn't be a problem for me and [ 1/FR/ feeling of shame
8 :
9 : unfortunately in the press you hear such reports about, you know, career women having children 
too late in the life, but I've never had a career. I've always worked but it's never been a huge career. 
I've just worked and lived in and paid my bills and
10 : career as the reason for being late ] 1/infertility cause/ career 
11 :
12 : I met a marriage very late. In a sense, I met my husband at 32, we engaged at 33, we got 
married when I was 34 and we wanted a year of married life which we did and then fi'om 35 we 
started to try for family, but unfortunately I'm now 38. It's been three years, ] 1/ infertility cause/ Late 
marriage 
1 3 :
1 4  : we tried everything. We given up alcohol, we have no alcohol for nineteen months, my husband 
stopped smoking two years ago, we eat organically, we tried oui' best but it hasn't happen. ] 3/ 
lifestyle/ clianging habits
15
§5  What the reason of your infertility is?
Um...I think age. ] 1/Inf cause/age
16
17
18
19
20 
21
I personally haven't been told that ] 1/ Inf cause/ unaware o f infertility cause 
but obviously after 35 your fertility does decline and I found really just kind o f realise tliat how
age play such major fector. My mom married at 19. So by the time she had me at 30. So I was her 
last child. ] 1/ Inf. cause/ age 
22  :
2 3  : So now, you know, women, you know all having children later in life. ] 1/ Inf cause/ late
pregnancy
2 4 :
25 : We are living longer but again um... .1 just think the reality is only I think cause/ late pregnancy 
2 6 :
27 : plus I do suffer from endometriosis but very mild and I had a laparoscopy in July and they 
discovered what they called a chocolate cyst on my left ovary which they punctured and it was frill o f  
endometriosis, a mild endometriosis. ] 1/ Inf. cause/ age+endometriosis
28  :
2 9  : I think the major fector is age. ] 1/ Inf. cause/ age a major factor 
3 0 :
3 1 :  § 6  Has your husband got any problem?
32  : None, He's had all his tests. He is younger than me. He is four years younger. He is 34. His 
semen count has been fine, mobility fine, content fine and he's fit and healthy.
3 3 :  ] 1/ Inf cause/
34 :
3 5 :
36 : §7 What do you feel emotionally now?
37 : Again, on a kind o (  um, on a religious point o f view because I've brouglit up a Roman Catholic, 
J 6/ extrinsic orientation
38  :
39 : is one o f  um because when I mamed I had to sign in the church. We manied in the church. ] 
6/ extrinsic orientation
40
41
42
4 3
4 4
4 5
4 6
4 7
My husband is Church o f England. ] 6/ extrinsic orientation/ affiliation
He is not praeticing. ] 6/ extrinsic orientation
and I'm Roman Catholic. ] 6/ extrinsic orientation/ affiliation
I was on that side o f things. I just felt um (pause), again if it's not God's will I'm playing with 
mother nature in many ways. ] 7/ rel. coping/ collaborative religious coping 
4 8
I'm interfering with what not meant to be. So in that sense I have a sense o f (pause),
] 6/ Int. Or./ fatalistic view
4 9
5 0
5 1
5 2
life
5 3
5 4
My husband I know won't leave me if we can't have children. We would just have a different 
] 2/ meaning o f relation/ quality o f relationship
Somehow I feel we're using medical science in a way that if it is not God's will we should
accept that and don't push the boundaries. That's the dilemma. 6/ Int. Or./ fatalistic view 
5 5 :
56: §8 What was your husband reaction when he did understand that you have 
fertility problem?
57 : He hasn't, he's been wonderfiil. He's so, he's been febulous. ] 2/ meaning o f Relation/ husband's
reaction
5 8 :
59 : and because I am slightly older than him I always had that may be he could marry with a young 
woman. He could easily have a girlfriend o f 24 who is young and has no problem I did worry that to 
have a childless marriage how would affect him
60  : ] 2/ meaning o f Relation/ quality o f relationships 
6 1 :
62  : Luckily we've very very happily marriage and you know, that continue. We care about each 
other a lot, each other's happiness. ] 2/ meaning o f Relation/ quality o f relationship
63
and he has been so reassuring that if it's not meant to be, that's fine, that's fine.
] 2/ meaning o f Relation/ husband's fotalistic view
64
65
66
67
68 
69
So I'm very lucky on that side. I have his support ] 2/ meaning o f Relation/ husband's support
but again it was always before we've had the tests. ] 2/ meaning o f Relation/ quality o f  
relationship/ worry about future 
7 0 :
71 : It did feel really when always be me probably, as a sense, it would never be him
72 : It would be always me, even before, it always, even though it was, it would be me; because I 
have painful periods, I suffered terribly. I still have pain killers every month. I still suffer very much, 
not so much now. Because I've had this laser, endometriosis has been lasered. The cyst's gone. ] 2/ 
/gender/ vulnerability
7 3 :
7 4 :
75 : And I think because we don't have a toxic lifestyle, we eat well we don’t drink, we don't 
smoke and we have a good lifestyle. Tliat is helped me.
76  : ] 7/ non- Rel. coping/ changing lifestyle 
7 7 :
78 : §9 How do you deal with this reality that you have difficulties with your 
fertility?
7 9  : It's, I try, it's very difiScult sometimes especially I work in a school We are stages. One stage 
has 150 member o f staff and 1400 students. It's a big conprehensive. Nine members o f staff are 
pregnant and now my colleague is pregnant her third child at 34.1'm happy and fine for them ] 4/ 
identity/ being different
8 0 :
81  : but unfbrtiuiately I get upset they're not sensitive. Hiey know, few o f my close collègues know 
that 1 liave an appointment at hospital I've had some treatments. I've had laparascopy and
hysteroscopy but uni... I feel that if it was me and I knew someone was lia\ing some problems. I'd 
be more sensitive and I think people sometimes aren't sensitive. ] 3/ social isolation/ people aren't 
sensitive 
82:
83 : § 1 0  Have you accepted yourself as an infertile woman?
84 : I can't see my future without children. I have nine nieces and nephews. So I don't see our friture 
without children but that is a strong possibility. I haven't accepted that it might not happen,] 4/identity/ 
no acceptance
85:
86 : because we are in the beginning stages o f out treatment. So I have hope. I think if you don't 
have hope you shouldn't have treatment. ] 4/ identity/ no acceptance
87 :
88 : § 1 1  How much are you hopeful to attain a successful pregnancy?
89 : Fifty-fifty really, yeah, it's fifty-fifty. ] 4/ identity/ no acceptance 
90:
91 : There is always element that might not happen but I don't want to think about that.
92 : ] 7/ nidentity/ no acceptance/ non-Ref/ ignorance 
93:
94 : We haven't tried again and again and again. ] identity/ no acceptance 
95:
96 : So I have an added dilemma. I just spoke to the doctor. I'm just on the waiting list o f  IVF. That 
won't be happen in the six months. ] 5/ procedures Eiq). / worry to lose time
97:
98 : But in the meantime I am going to have three cycles lUI which is assisted conception. I have to 
pay for that privately. Because um, at my local hospital the IVF is not available so the only option is 
to pay for it which would cost L700 per cycle. So they said I need, because o f my age, if I was 32 
they would recommend 6 cycles o f lUI. Because I'm 38 they recommend onfy three and in the 
meantime I'll be on the waiting fist o f National Health Service IVF. ] 5/ procedures Exp. / 
ejqienditure 
99:
100  : that financially is not, we can't afford it. I mean but when you had to, you find the money; we'll 
find the money. ] 5/ procedures Exp. / expenditure 
101:
102  : § 1 2  Do you have any problem for affording the treatment costs?
1 0 3  : Um... .we would just get into more depth. Because having a child, we always work hard. My 
husband works hard as so do I. So we are very employable and money is not an issue really. 
Nowadays I don't know we just find it. You just do, don't you? You prioritise. ] 5/ procedures Exp./ 
expenditure
1 0 4 :  gut
1 0 5 :  § 1 3  Tell me your feeling when you see a pregnant woman?
1 0 6 :  I feel fine about it. That, their fife; it doesn't really bother me much. ] 4/ mood /Anger
1 0 7 :
1 0 8 :  The only time I feel, I do a knitting group on a Monday. There is one girl who is 24 with two
small children and obviously it's hard work and I see her locally, in the shops and I just think 
sometimes I would be the oldest woman o f the school if I have a child. I look at her. She is young 
and when her kids, when she is 40 her children would be teenagers. Whereas, I'll be 40 in 18 
months. I don't want to be the oldest mother in the group. That's the only thing that I feel when I see 
the women with their children or pregnant women. I look at them and say how old am I. ] 4/ identity/ 
being different 
1 0 9 :
1 1 0 : §14  Tell me about the meaning of motherhood from your perspective.
111 : To nurture and care and to produce your child for adulthood and they're yours but you don't 
own them You choose to have a child and bring him into the world. You have to prepare it to 
eventually go out into the world and prepare that child through education, through love and nurturing.
] 1 /motherhood/nurturing
112 :
113 : Because I feel if you're mother then too much, they don't have the tool o f  survival, because 
they constantly rely on you. So I feel, because my mother died when I was six. She died because of 
cancer o f bowel and so we have slightly different up bringing. So I've never had a mother's love to 
speak from the very young age, but I just feel you have to prepare a child. ] 1/ motherhood/ nurturing
1 1 4 :
115  : I think it's ridiculous that grown up men are living at 32 age like my brother-in law (laugh) who 
still Ibr mom is boy and I don't feel my mother-in-law has prepared; not my husband, he's left time 
young. But I just feel you have to go the children out into the world. ] 1/ motherhood/ nurturing 
116:
117
118
119
120
§1 5  What are your reasons for wanting a child?
Because I would love an oflfepring o f my husband and I.] 1/motherhood./ proof o f love
B ecause people like us should be having children. A nd that's what I feel. . I don't think it's the 
ideal, but people like my husband and I, people like us should be having children. ] 1/m otherhood./ 
social pressure 
121 :
122 : W e have three students in our sch oo l w ho are pregnant at 15 and they certainly shouldn't be  
having children. They have no father and again they w ould be three children in the world, other one- 
parent femily.
1 2 3 :
124 : § 1 6  What influence has infertility had on your life satisfaction as a whole?
125 : Um . ..it hasn't im posed too m uch at the moment because u m .. .w e've just begun. S o  it hasn't 
really, ] 3/ lifestyle/ unaffected
126:
127  : I found recently, last Friday, I gave up m y w ork, my jo b , because it's very stressfril.
128  : ] 3/ lifestyle/ career  
12 9:
130 : S o  w e have one salaiy d ow n  and w e really do need tw o salaries. S o  only when I've given up 
my jo b , oiu' outgoing pay for privately lUI w ere increased, j 3/ lifestyle/ career
131 :
132  : But we feel tliat I really don't need to work in a stressM environment. Because this is the only 
thing that we haven't done to reduce my stress. ] 7/ non-Ref coping/ changing career
133
134
135
136
I had acupuncture, I liad cranio cycle therapy. ] 7/ non-rel. copin/ acupuncture
I obviously live organically. I've given up alcohol. My husband has given up alcohol and 
smoking. ] 7/ non-Rel. coping/ changing lifestyle 
13 7:
138  : But the only thing I liaven't changed is my job. Now I've given up my job. I'm going to look 
for something that is part-time, without stress, a small part-time job which would bring in some 
income but not as stressfol as the job I've been doing. ] 3/ lifestyle/ career 
13 9:
1 4 0 :  § 1 7  Have you got psychotherapy?
141  : It's not psychotherapy. It's cranio cycle therapy, a relaxing treatment through the clothes. It's 
using the hands o f the therapist as a kind o f listen to your body thi'ougli his liand and it's a very 
overwhelming relaxing treatment but without any manipulation. It's just (pause) difficult treatment to 
describe. But it's just one o f the pure relaxations really. ] 7/ non-Rel. coping/ relaxation
142
143
144
145
146
147
§18 When did you do it?
1 normally see the therapist twice a month.
§ 1 9  How long each session takes time?
It's one hour time tw ice a month and in the past I've had acupuncture as well. But again I need  
to this treatment. B ecause my jo b  is so  stressful I need this treatment as relaxation teclmiques. ] 7 / 
non- Rel. coping/ relaxation
148 :
149 : § 2 0  Do y o u  S ta r t  it b e fo r e  y o u  know a b o u t  y o u r  fe r t ility  p r o b le m ?
150 : In tliree years since we're b een  trying, we're trying alternative therapy, just to help with 
relaxation, just for that reason. ] 7 / non- ReL coping/ relaxation
151 :
152 : §2 1  Who did recommend it to you?
153 : A  friend o f  mine recom m ended it. It's wonderful but it didn't w ork, you  know , for producing a 
baby. ] 5 / alternative m edicine/ relaxation
154 :
155: § 2 2  Have you had any appointment with a psychologist?
156 : N o , no counsellor, no psychologist. Coping?
15 7:
1 5 8 :  §23 What influence has infertility had on your lifestyle?
159 : I m ean he needs to stop smoking anyway. T liafs a good  thing and obviously save m oney and 
alcohol. ] 7 / non-Rel. coping' clianging lifestyle 
16 0:
161 : Tliat's good  for us but not for oiu' friends and families, because they want us to join  in, having 
one. What's wrong with liaving one glass o f  wine? W e have said no. so for us, it's been  better for olu '
health and financially, it's been better because alcohol is very expensive. It's a luxuiy item. It's not a 
necessity. We have found in th'ee parties, we find people, they pay pressure why you not drirddng? 
Before, my husband said he is on antibiotic. But any reason you don't really want to say because 
we're trying a baby at the moment or we not drinking because it just is better for us if we are not 
drinking. So it's been liard fi'om other people to pressure to diink. ] 3/ social implications/ social 
pressiu'e.
162 :
1 6 3 :  §24  Who suggest you to give up from alcohol?
164 : I think we both did really. We came to make this decision. It's been probably drinking. We 
didn't drink heavily sounds we were alcoholic. We drunk at the weekends may be during week when 
we had a big day. But we just thought. I've been drinking since I was 15, over 20 years. He was the 
same. Why not try life without it? So we started it for one month and then two and three and it's now 
19 months, nearly two years which is good, which is good. ] 7/ non-Ref coping/ changing lifestyle 
16 5:
1 66 :  As I know it's not forbidden in your religion, yeah?
1 67 : No, no, in fact it's a part o f mass service, the drinking o f wine. From the religious point o f view 
the only thing is, I don't know how, (pause).
168
I'm not a practicing catholic. 6/ external extrinsic orient./ not practicing169
170
171
172
173
174
175
176
consider myself to be very spiritual and kind person. 6/ Int. orient./ belief in self- spirituality
I'm not; I go to church but not every week, not every Sunday. 6/ Ext. orient./ social extrinsic
But I consider myself to live. I always consider people before myself and treat people with 
respect and kindness regardless o f race, colour, religion and sexual orientation. I take people as I 
find them, good in bad in everyone, but um.. .(pause), 6/ Int. orient./ belief in self- spirituality 
17 7:
178  : the only religious aspect I found is if it's not God's will if it's not meant to be why we..., you
know, ] 7/ Rel coping/ latalism
1 79 :
180  : somehow there are huge implication o f taking drugs, fertility drugs. There is no such thing as a 
free lunch as they said. They're always paying back in life, you know. You are taking a huge amount 
of hormones. So that's only my implication.
181 : ] 5/ procedures experience/ physical afifects
182
183
184
§ 2 5  How has infertility affected your marital relationship?
It hasn't affected it yet. But may be when we go down more stressful things, we haven't had 
any treatment yet. We're going to in bulk o f our treatment. ] 2/ meaning o f relationships/ quality o f  
relation 
185 :
186: At the moment my husband loves me to be at home and relaxing. ] 2/ meaning o f relationships
/ husband reaction 
187
Financially it's not the best decision ] 3/ social / lifestyle188
189
190
191
192
193
194
195
19 6
197
198
199
but emotionally and spiritua% it is. ] 3/ social / lifestyle
Because I'm happier, I'm not stressed. So marriage was fine and good thing. 
] 2/ meaning o f relationships / quality o f relation
Why do you think that your marital life may be aflfected after a long time?
I don't know, I don't think so. I think that we would have a different life.
] 2/ meaning o f relationships / quality o f relation
My husband says that we would get a dog. We have enough children in our femily. We are 
not childless couple because o f having a lot o f children around us. We have a lot o f family with a lot 
o f children. In that sense I think we would be fine.
200 : ] 2/ meaning o f relationships / husband reaction
201
202
203
§2 6  Do you have any pet?
We have two pets. Two cats who are oui' children. We dote them They are our.... And they 
are our babies, yeah, and one's been sick who is only six. He costs L 2000. He as a heart condition 
and people look us as we are mad and spending that sort o f money on a cat but he's oui' baby 
(Laugh). So yeah, they have a fiv^ e star life-style. Tliey have a very good life. ] 7/ non-Rel. coping/ 
having pets 
204
205
206
207
208  
209
So they're lucky (laugh) 
Yeah (laugh).
§27  Could you tell me how your sexual relationship is?
Um.. .that's fine. Yeah, again when I've notice now; my libido has risen because I'm not 
stressed and that is a good thing. ] 2/ sexual relationships/ affected sex 
210  :
211 : My job was so stressful, coming home to think o f possibly I'm ovulating today or tomorrow, 
we need to have sex. ] 2/ sexual relationships / affected sex: impact o f job 
212:
2 1 3 :  We try to make it fun and making it not routine. We try to kind o f a joke about it. So we just, 
there is pressure but it has been OK. It hasn't been too bad. ] 2/ sexual relationshps/ affected sex
214 :
2 1 5 :  Have you felt any pressure because o f scheduled sex for fertility investigations?
216 : Once we have to have sex at 6 am and then having appointment at 12 to see if there is any 
hostility with the sperm that is remaining on the cervix. That was awful. That was only once and that 
was the last thing you want to do, wait till 6 o'clock and make lover at 6 am! But other than that, 
there is no pressure on the time or anything.
217  : ] 2/ sex/ affected sex 
21 8 :
219 : §28 Could you toll me about any social effects which you have 
experienced?
220 : The only thing, the emotional effect is really im.(paus) stupid advice and silly questions from 
some people who don't rea% know what they tliinking about. One person tells me be relax or don't 
have soya, don't drink coffee. Tliey only advice to relax. ] 3/ social implication/ social pressure
221
2 2 2
22 3
224
I try not to drink too much coffee and again um.
people who aren't really sensitive. Um... it's not that I don't want tlie people talk about 
pregnancy or children or, but sometimes I tliink people are not that much sensitive and it doesn't help. 
Just it doesn't help because they know nothing about feitilit}’ ti'eatment or infertility or you know, 
sperm test. ] 3/ social implication/ social isolation 
2 2 5 ;
2 2 6  : When you're rusliing to the hospital people are not sensitive. ] 3/ social inplicatioiV social
isolation
2 2 7 :
228  : my mother-in-law doesn't lias too much ease or you know, she doesn't know wliat we talking 
about (laugh). ] 3/ social implication/ stigma (liiding)
2 2 9 :
2 3 0 :
2 3 1 :  §2 9  Could you share your feelings with your family or friends?
232 : My husband's family don't rea% know because we feel they will talk to everyone about it. So 
we don't really want our problem to be opened to debate in the family.
233
234
235
236
237
238
] 3/ social implication/ stigma (hiding)
My frimily know and some close friends know.
] 3/ social implication/ sharing feelings with close family and friends
So I do get cross with my friends who liave cliildren afready and they want to encourage me 
to drink, you know, liave a drink, what's wrong, have one, you know, have a glass o f Champaign on 
midnight. I said no. I'm fine, iff wanted to I would. I really don't want to. I really don't. I did say to 
my friend, you know, you have two cliildren and you know why we're doing this. So you're try ing to 
encoiu'age me to drink. It doesn't help me, doesn't help my cause. That's difficult.
239  : ] 3/ social inplication/ social pressure 
2 4 0 :
2 4 1 :  §3 0  Some women don't like to talk to other people, is that true for you?
24 2  : I don't mind as I said a few people like my close friends or close family.
2 4 3  : ] 3/ social implication/ sliaring feelings with close family and friends 
2 4 4 :
2 4 5  : Natiu'ally um people say oh you liaven't children. So you say oh yeali, we are tiying or. ..we 
don't going to big debate about it. But I don't want they ask more questions and more questions.
because we would be mamed foiu' years. Sometimes 1 just say no, we decided, we're so happy and 
we don't want anything to change. Sometliing I have used. If I want to deflect the question I just say 
no, we're probably better without children, it's a terrible world with children into someway, ] 3/ social 
inplication/ stigma /difficult disclosure 
24 6
247
248
249
250
251
but close friends I tell.
] 3/ social implication/ sharing feelings with close fiends
§3 1  Why do you want to hide your problem from your husband's family?
Because his mother she will tell everyone. She, I think she knows we're tiying but she doesn't 
know that we have fertility problem So she knows that we're tiying but she doesn't know, you 
know, we liave hospital appointment, we had some tests. Because she will tell her sisters and it 
doesn't help. I don't want to whole femily to know.
252 : ] 3/ social implication/ stigma (liiding)
2 5 3 :
254  : §3 2  How do you try to cope with these social issues?
25 5  : I don't know really. Just you do cope. You just do, you just do, and you've got no choice.
You just have to cope really. ] 7/ non-rel. coping/ Obligatory coping
2 5 6 :
25 7  : But it's difficult questiom We're doing ok, you know, we're doing ok. So but people have to 
cope with lot o f worst in the world. You know, so I tliink we are coping.
258  : ] 7/ non-rel. coping/ Try to be coped 
2 5 9 :
2 6 0 : §33 To what extent your husband helps you to cope?
261 : Just, constantly, reassuring tliat it is ok. If it's not meant to be, it's not mean to be and that is
fine. ] 7/ non-rel. coping/ husband's help for coping
262
263
264
265
We'll have holidays. We'll travel.
We don't have to five in England. We can move away. We can, you know, do what we like. .
] 7/ non-rel. coping/ migration 
2 6 6 :
2 67 : If we're not blessed with children then we will have a different fife in a very selfish one. But to 
an extent if we don't have children we just will have a different life really. ] 4/ identity/ being different 
2 6 8 :
26 9  : Why do you think that you will have different fife with other people?
27 0  : People who have children? I just feel that I have fiiends they've got drunk and had sex and got 
pregnant. I've had fiiends who terminated. I've never been pregnant. I've never had termination and it 
just seems so easy for them and I fell you know I'm in love. I'm married. I'm happily married. You 
know, I feel we could give child a very good style in fife. We do our best and that's all we ask for
271  : ] 4/ mood status/ wistfulness 
27 2 :
273  : sometimes it seems so easy for people who don't really think about, getting pregnant, getting
pregnant by accident. You know, they don't think about what they eating or they drinking, you know.
] 4/ identity/ being different 
274 :
2 7 5 :  Could you tell me about any emotional or psychological effects which you have experienced?
27 6  : I do get quiet tearful about it. I mean i t ....1 can cry when I get upset about it.
277  : ] 4/ mood status/ crying: emotional breakdown 
2 7 8 :
27 9  : My husband can't come here because o f work but normally he is here. ] 5/ procedures
experience/ husband's accompany
2 8 0 :
281  : So sometimes when I'm really really dual on it. I'm really upset, I try not to do ...
282 :
2 8 3 :  §34  Do you havG any membership in social or religious groups?
28 4 : No, no I don't. I've got friends who actually got some IVF treatment. So we've a kind o f talk.
] 4/ identity/ seeking identical identity 
28 5 :
28 6  : She liasn't told anyone. So we can chat. She is not a close friend. She is someone who I 
found on holiday last year who has to be liaving fertility problem Tliat was our common link. ] 3/ 
social implication/ friendship with infertile women 
2 8 7 :
28 8  : §35 How many close friends do you have?
28 9  : Um.. .About five to ten. Five probably closed friend.] friendship 
290:
2 9 1 :  §3 6  How many of them are fertile?
292 : I have one friend who in her fii'st pregnancy. She had assisted conception with lUI but her 
second pregnancy was fine and everyone else is fine apart from this ghi I met on holiday. ] 3/ social 
implications/ friendship with infertile women 
29 3 :
2 9 4 :  §3 7  How y o u  S p e n d  y o u r  f r e e  t im e s  o r  y o u r  w e e k e n d s ?
29 5  : We like to go to the cinema. We go out for dinner and we see friends and famil}%
2 9 6 :  ] 3/lifestyle/leisure time 
2 9 7 :
2 9 8 :  §3 8  So you are quite busy
2 99 : We're quite busy yeah, we're quite busy. We try to liave one day off at the weekend we do 
nothing. So Sunday is busy. Saturday is quiet. We try to have one day off completely, you know. ] 7/ 
non-ref / one-day off 
300
§3 9  Which resources do you get help to overcome your problem?
So, nothing really. We don't use, um, I don't, ] 7/ non-rel./ not to use outside resources
301
302
303
304 I've read a bit about it. But this is not a really resource. ] 7/ non-rel./ reading is not a really
resources
30 5:
306  : Sometimes I think the media when you read a paper about fertility; Robert Winston has now 
said women at 35 should give have a career break. Career women, career women, career women 
but as he said I've worked since 17 fulltime but I haven't had, you know, this amazing career. That 
I've earned 18 thousands a year and I don't want to give it up and you know. Some women, you 
know, they have a basic salary. Uiey do the best and unfortunately they do have fertility problem So 
I think the press don't help. ] 7/ non-ref/ media do not help
307
308
309
310
311
312
I don't use internet or any thing. . ] 7/ non-ref /1 don't use internet 
I don't look for outside sources, not yet anyway. ] 7/ non-rel./ not to use outside resources
§4 0  In general, how important are your religious or spiritual beliefs in your 
daily life?
313 : I f f  did have children I would bring them up as Catholic. U m . .. because I think children should 
have som e religious instruction in their life. I think they should k n ow  about other religion. ] 6 /  extrinsic 
o n ./ personal
314 :
315 : Through birth I've never questioned my religion. M y friend said that rather heard som e ch oose  
religion w hen they're older. But I just fe e f  I k n ow  about my nieces and nephew s that they have 
benefited it from having som e religion in their life and brought up as a catholic, not saying it's all right. 
I'm not saying that it's all wrong, yo u  know , but on  the w hole ] 7/ religious coping/ marking religious 
boLuidaries
316:
317 : I feel they think about others before them selves. S o  I think it is im portant] 7/ religious coping/ 
religious helping
318  : §41  To what extent is your religion or spirituality involved in dealing with 
stress situation in any way?
319 : Oh, I do pray, yes, I do pray, yeah so in that sense I feel there is greater senses o f  y o u  know , 
higher pow er than me. ] 7/ religious coping/ believe in praying
32 0:
321 : S o  as I said there is another tw ist where I feel that som eh ow  there is no such thing as side- 
eflfect o f  fertility drugs. There is a payback and because m y mother died young and there is cancer in 
our femify, because m y Ather died o f  cancer as w e ll S o  m y mother's parents, m y mother's sisters 
and brothers all had cancer. S o  there is a strong cancer link in our Amily. S o  for m e to take drugs 
possibfy could increase my chance o f  getting cancer. That is m y dilemma.
322;
32 3  : B ecause I'm 38 , m y mother w as 36  and she died. T w o years older than I am  now . That's 
dilemma.
324:
32 5  : I f  it's not meant to be, then I w as told today that w om en  w ho had treatment for cancer do  
have IVF and they w ere quite happy to have that. S o  it would b e  they had chem otherapy, 
radiotherapy and their ovaries have b een  affected and those peop le w ho don't have children, they  
have risk o f  cancer as well.
3 2 6 :
32 7 : But they don't k n ow  it's b ecause o f  they had treatment in the past or whether childless w om en  
are more prone to having cancer. It's a big dilemma.
32 8:
32 9 :  §42  How rellglousness and spirituality enable you to cope with infertility?
330 : I think praying helps, I think, you  know , praying, ] 7 / religious coping/ believe in praying
331 :
332 : but the other dilemma is you  pray w hen you  need something (Laugh).
333  : ] 7 / religious coping/ praying w hen you  need something
334 : It is the sam e in m ost o f  religions. S o , only on  that sense really.
33 5:
33 6 :  § 4 3  Could you tell me more how religion may affect you?
337 : Sense o f  religion, there is a sense o f  what would be, would be
338 : ] 7 / religious coping/ fatalism  
3 3 9 :
340  : and there is a sense o f  so  much pain and suffering in the world, in co n p a re , you  know , you  
have to read new spapers or w atch  the new s, it's just awful to bring a child into that world. W hy you  
want to do that anyway? But then again it's always b een  a dangerous world.
3 4 1 :
342 : I w as b o m  in 1967 w hen the V ietnam  W ar w as happening and I'm sure that our parents had 
the same think that that's always b een  a dangerous world.
3 4 3 :
344 : S o  I think religion som etim es, you  know , there is a higher pow er whether w hoever y o u  think it 
would be, Jesus, o h  m y mobile rings...
345
346
347
348
349
350
351
352
It doesn't matter
Yes, I think in that way it does help.
but again Roman Catholic guilt that you only pray when you want something (smile). 
] 7/ religious coping/ praying when you need something
§44 How often do you attend religious serv ices and places like chu rch?
Um.. .probably six times a year, yeah, I go to the chuich six times a year. . 6/ Int. orient./ 
social extrinsic 
353
354
355
356
357
358
§45 To w hat extent you spend  your time in private religious activities?
Every day, prett}^  much. 6/ Int. orient./ private religiousness
§ 4 6  How long it d oes take?
Sometimes I pray before I get up from the bed and sometimes before go to bed. Pretty much 
every day. Just sometimes quite reflections really on the tubes or buses, you know. 6/ Int. orient./ 
private religiousness 
3 5 9 :
360 : §47 Somo pooplo beliove that "the cau se  of infertility might be som ething
beyond hum an power" and som e of them  say  that "it's ju s t a medical issues" . 
W hat your opinion is?
361 : U m . . .again it is very difficult question to answer. Som etim es it is just a m edical issue. Y ou  just 
have polycystic ovary, you  suffer from painfril periods and som etim es you  can help that. I k n ow  by  
not drinking my period pain has improved, m y diet lias inproved . That helps. Som etim es you  can  
help it a lot. ] 1/ Inf. cause/som etim es a m edical issue 
3 62 :
363  : I don't think that G od discriminates and says so , right, you  are not goanna be pregnant and 
you  are. I think it's across the board really (afiecting all groups, members).
364 : ] 1/ In f cau se/ G od d o es not discriminate
365
366
367
368
369
370
371
372
But it d o es  seem  to be which is life d o es  have kind o f  unAim ess m a sense.
] 1/ meaning o f  infertility/ unfaireness
Y ou  know , w e  are dom g everytlAig in oui' p ow er and it's not happening really. 
] 1/ meaning o f  infertility/ Atalism
I don't know . There is, I think age hasn't help m e, I think really. B ecause I'm ovulating, my 
periods is regular, on  paper everythmg seem s to be O K  apart from this mild endom etriosis and this 
cyst I had on  my ovary. But people have far w orst problem  than that and still get pregnant.] 1 / Inf. 
cause/ age 
37 3 :
37 4 :  §4 8  Do you think it might be G od's will or not?
375 : Y es, I do, I do. That is my dilemma. ] 1/rel.perception/ benevolent religious reappraisal/ G od's
will
37 6:
377 : B ecause w e are happily marriage and m ay be G od have something else lined up for us. ] 7 /
rel. copm g/ benevolent religious reappraisal/ To see  G od as bénéficient
378:
37 9  : W e are, not everyone should have children. ] 1/ rel. perception/ benevolent religious
reappraisal/ G od-m ade decision
3 8 0 :
381  : It's not a G od given right for you  to have children. It's a blessm g ] 1/ reL perception/ 
benevolent religious reappraisal/ blessing
382 :
383  : if  you  are not meant to have them, you  are not meant to have them  So then m edical science is 
here and avaiAble. That w as not avaikble for our parents and grandparents, so w hy not have that 
opportunity. ] 7 / rel. coping/ collaborative coping
3 8 4 :
385  : Years ago antibiotic w as not avaiAble and n o w  we're Irving longer. But again w e should be  
having children early. N o t  waitAg just because w e  living longer. It doesn't m ean that w e  shouldn't 
have children. S o  it's Ate. ] 4 / m ood/ worry/ it's Ate 
38 6 :
387 : §49 W hat Is the perspective of your religion regarding choosing  ART 
technologies like IVF, ICSI, FET, e tc?
38 8  : I don't know. I know that in Catholic Aith, they don't approve contraception, but I've used 
contraception before I met my husband.
3 8 9 :
39 0  : But I don't know how and why the church is, the Aith is, we haven't used contraception for the 
years, so I don't know but then if we were a couple, had children, don't want more, I used 
contraception. Pop doesn't believe in that, but he doesn't live in my world. So, you know, he can't, I 
don't agree that priest can't marry and I don' think that God don't permit men not to marry and not to 
have Amily because of religious, I think it's man-made not God-made, you know, but I don't know. ] 
Religious discontent/ ReL coping method to gain intimacy with others and closeness to God 
3 9 1 :
392  : § 5 0  So you don 't know IVF is forbidden or not?
39 3  : I don't know, I don't know and I've never asked and I don't care really. This is up to me. ] 5/ 
assisted technologies/ unaware of reLviews
3 9 4 :
39 5  : As I think it would be a problem because Catholic Church believes in, you know, having 
children and marriage. They are very pro Amily. I don't, from my personal pomt of view I don't think 
that they would disagree with that but I haven't asked the priest, I haven't ask. ] 5/ assisted 
technologies/ not to seek ref views 
3 9 6 :
3 9 7 :  §5 1  Why you didn 't a sk ?
398  : Their answer wouldn't affect me. ] 5/ assisted technologies/ clergy's views don't affect me 
3 9 9 :
400  : So yeah. I've never asked anyone from the clergy, their opinion on lUI, fertility treatment. ] 5/ 
assisted technologies/ not to seek ref views
401
402
403
404
405
I don't think it would be a problem; even it was it wouldn't affect my decision. 
] 5/ assisted technologies/ clergy's views don't affect me
Because, have a great respect from anyone of each religious Aith, but it doesn't determine 
what they think affect my life, because they don't live in my life, they don't have my life. So, so they 
don't live in my world realty. ] 5/ assisted technologies/ they don't livr m my fife
406:
407 : §52 EvGii If It IS forbidden, you ch o o se  it a s  a way of treatm ent, yeah?
408  : Personalty if my Aith predicted, they see it as a sin, I don't know. I don't realty know much 
about other religions and what their view is on fertility.
409 : ] 5/ assisted technologies/unaware ofreLviews 
410:
411 : But I see it more as spiritual ] 5/ assisted technologies/ believe in my own spirit 
412:
413 : I believe enough in myself to make the right decision. ] 5/ assisted technologies/ believe in 
myself for right decision
4 1 4 :
41 5  : I wouldn't, if my Aith says absolutety no way, we don't agree with it, we think it's wrong, like 
Jehovah witnesses don't agree blood transAsion and stuff like that; personally I wouldn't listen. Just 
say I'm sorry. ] 5/ assisted technologies/ believe m myself for right decision
41 6 :
417  : I believe m my own inner spirit. I know, I try to be a good person. I have a great respect for 
people but again that wouldn't affect my decision.
4 1 8 :  ] 5/ assisted technologies/ believe m my own spirit 
4 1 9 :
420 : §53 According to your religious beliefs, do you have perm ission for u se  of 
donor sperm , em bryo or donated  egg?
42 1 : I don't know how the church feels about that. ] 5/ assisted technologies/ unaware of reLviews 
on donation
42 2 :
423  : but on a personal level, I wouldn't use a donor egg or donor sperm I would only want to bring 
a child into this world if it was my egg and my husband sperm I wouldn't use a donor egg, not saying 
it's wrong but from my personal point of view I wouldn't go, I wouldn't go that Ar. ] 5/ assisted 
technologies/ rel.views/1 wouldn't go that Ar (Sosan)
4 2 4 :
42 5  : I feel sometimes science takes Such beyond the rounds. I heard once they want to bring in the 
Aw that female foetus has bom with all its eggs and because of infertility and infertile couples; they 
were asking to use the eggs of abort foetuses, so child would be a product of some one who had 
even existed and they ban that and I'm sure it must go on in other part of the world, because 
technology A there. Personally on a moral, that A a huge moral dilemma and I don't agree with that 
and aAo when they pay men to those children bom of Amity who they don't know the sperm donors 
and thA poor children they have genetic inherited, red hair, blue eyes, heart condition and they have 
no idea what their Ather looks like and I feel thA agam you know, these adults now who are product 
for sperm donor of young men m their twenties just gettmg paid to help them with the university 
degree. I think it's wrong. I don't personalty, I think scientAt go too Ar. ] 5/ assAted technologies/ 
ReLviews on donation/1 think scientAt go too Ar.
426:
4 2 7 :
4 2 8 :  § 5 4  EvGH If your Only remaining option for being pregnancy is donor 
insemination, still you don 't accep t it to overcom e your infertility problem ?
42 9 : I wouldn't, no; I accept that it's not meant to be. Just about going down the road of assAted 
conception with the hety for us and that A again a huge moral dilemma because I think , you know, if 
it's not meant to be, it's not meant to be, but I would not go further than that. I would not...., I 
wouldn't pursue any other further treatment. I wouldn't, my need for children An't that great that I 
would go down that road. (Sosan)
430 : ] 5/ assAted technologies/ rel.views/1 wouldn't go that Ar 
4 3 1 :
432 : §55 W hat is your final approach regarding your infertility? Continuing 
treatm ent, stopping treatm ent and remaining childless, adoption or o ther
options?
433 : Um.. .we haven't consider adoption um.. .that may be a possibility in the Ature. I would try 
these three cycles of lUI and may be one or two, whatever available, IVF and after that that would 
be I would remain childless or may be the possibility of adopting but other than that, that would 
be....
434 : ] 5/ final option/ childlessness 
435:
436: §56 Ha VO you had any d iscussion  with your husband  regarding adoption?
437 : We have, we have dAcussed it. but again I feel that some children, unless, I haven't got any 
statAtics on thA, but some children are bom mto the world and then they have such huge problem 
they haven't bonded with theft mother. ] 5/ final option/ adpoted children have no bond with theft 
mothers 
438:
439 : They say if the child An't breast fed or nurtured within the first few months, there A a kind of
links in the brain, they don't form properly and they are ........... would be the more prone to be
criminaA. ] 5/ final option/ adpoted children don't ferm property
440:
441 : So, personalty, I think I had a quite hard life not being conparAon to some; but my mother 
died young, my Ather was alcoholic. We were brought up m a house where you know, the onty 
purpose..., my dad's drug of choice was alcohol and I was engaged to be married when I was 22 
and my fiancé was killed in an accident of work. ] 5/ final option/ adoption/ previous life e^gerience 
ofbereavement
442:
443 : So I had a lot ofbereavement in my life and life hasn't been easy. So I don't feel, if I don't get 
a baby through awfift circumstances, I just feel..., I don't want my life to be any harder (smile) you 
know, so that's purety selfish.. ] 5/ final option/ adoption/ previous emotional motional vulnerability
444 :
445 : But you kuow, I have had life quite hard and I would feel what about child's background, 
would be, and I don't know if I could take it on, and I just realty don't know if I have the strengths 
(pause) to do it. I realty don't. . ] 5/ final option/ adoption/ not to have more strengths to bear stress 
446:
447 : but then never say never, you know, I am not that positive if it's a baby or, you know some 
children just didn't have the best time m life as did I.
448:
449 : but I don't know if I've got the emotional stress take on someone eAe child and someone eAe
problems. ] 5/ final option/ adoption/ not to have more strengths to bear stress
450:
451 : because they didn't have, you know, in that way you don't need to have and want to children, 
I just feel there A enough contraception out there. There A enough education out there and it 
happens. I think the people don't take enough responsibility any more for themselves or theft action
452:
453: §57 Even whGH you know that child is from the right people and you know 
the parents?
454 : U m . .. I don't know , agam w e  haven't dA cussed it enough to realty think about it.
455  : ] 5 / final option/ ambivalent about adoption  
45 6 :
45 7  : Might b e  I fostering first and see  to b e  a foster parents rather than go straight ahead o n  m for 
adoption, m ay b e try fostering first. ] 5 /  final option/ try fostering first
45 8:
459  : S o  as I said w e  are childless couples w h ose  got children around us. I can  see  their jo y s  and I 
can  see  their dilemmas as w ell, y o u  k n ow  their hard w ork. They're lovety. They are our future. ] 5 /  
final option/ happy w ith childlessness 
4 6 0 :
46 1  : § 5 8  Have you ever sought consultation with religious or spiritual 
professionals like Priest or Clerics regarding your problem?
46 2  : N o , no, never dA cussed anything like that ] 5 /  religious healing/ sp. healing 
4 6 3 :
464 : §59 And do you believe that may be you need to
465  : N o , m y neighbour w ho A catholic, she's asked  for prayer groiç) to pray for us and they pray  
every w eek  and y o u  have a lAt o f  peop le  that need  praying for. She's asked  for us to b e  prayed for 
to help us have a child w hich A very comforting to k n o w  a b o u t . . ] 5/ religious healing/ praymg
46 6 :
4 67 : B ecause p eop le to pray for w ho are sick recover better than peop le w ho are not prayed for. 
] 5 / religious healing/ praying
468
469
470
471
472
So I have a strong believe m that. ] 5/ religious healing/ praying
I don't know whether it's positivety, people thinking about you m a positive way, a kind o f  
help somehow. I've no idea. I can't exp Am that one,
4 7 3 :
474 : but I haven't dAcussed it with anyone in the church or anything. ] 5/ religious healing/ sp.
healing
4 7 5 :
4 7 6 :  So you believe that kind o f praying.
477 : Yea, I believe that helps, yeah, I do, I think its positive, any thing positive helps.
4 7 8 :  ] 5/ religious healing/ spiritual healing 
47 9 :
4 8 0 :  §60  Are you a member of any social group?
481 : No, I'm fi'om London There are plenty o f groiç)s. There A so many. But no I don't belong to 
anything. ]
482:
4 8 3  : §61  Why? You don't believe to that or you are busy.
4 8 4 :  Yeah, it's just not part o f my life realty.
4 8 5 :
4 8 6 :  I'm apart from being brought up Catholic and going to church every week and going to
Catholic school and going to convene as my secondary sc h o o l really. Y o u  know, m my peer group I 
liaven't been  mtroduced to tliat. Y ou  know , my Ather's church w as the pub (laugh). ]extrinsic 
orientation 
4 8 7 :
4 8 8  : I f  you w ere a part o f  your circle and you  see  peop le and they said oh  you  know , com e along  
to tills group, really nice peop le, I probably would go but other than that, then going to church 
sometim es.
4 8 9  : ] 3 / social implication/ socA l support
4 9 0  :
4 9 1  : I have no huge need to belong to groups because I have a good  network around me. I'm not 
lonely. ] 3 / socA l implication/ socA l support
4 9 2 :
493: § 6 2  Do you hav6 anything else to discuss?
4 94 : I think with Catholic Aith, the only thing I have against it, is huge guilt A ct m just existing; you  
have to apologise for being here. But then you  k n ow  not all religion get everything right and I think 
there is a lot o f  good .
4 9 5 :
4 9 6  : I have never question m y Aith and have no other desire to becom e a M uslim  protestant. I've 
just accepted  the faith I've b een  brought into. ] 7/ religious coping/ Marking religious boundaries
4 9 7 :
4 98 : W hen I picked up my five years old nephew s fi'om the school and he w ent to a Catholic 
school. I stood the outside o f  classroom and 1 w as lAtening to him at the en d -of-d ay  prayer and it 
w as "God I don't deserve you. I'm not word beyond tor you, I have sm against you, please forgive us 
sin". 1 w as thinking what possible thing a five years old ehild has done that An't so undeservmg o f  
God's love
4 9 9 :  ] Religious dAeontent: being unhappy with something/ R e l copmg method to gain intimacy with 
others and closen ess to G od  
5 0 0
501
502
503
and I just feel from five and I can see where I had a lot o f my, because that guilt, you are not.
good things happen to good people and bad things to bad. When bad thing happen, you think 
why that's happen because I'm a good person, so I think it's easy to bAme religion. ] bAming the 
religion
504 :
505  : but as I said you don't have to go to chuich every week and I don't know whether I'm 
justilymg it, because I don't go to chui'ch every day but you can be a spftitual person every day. ] 6/ 
mtrinsie orientation/ sp. awareness
506:
507  : and as I said you know a small act o f kmdness can go a long way and if people pass those 
acts on, you know, oftering someone smile on the tube or someone needs change tor the meter; you 
can ofter some change, not give the money but help them If you are driving and someone desperate 
together let them out.
508  ; ] 6/ mtrinsie orientation/ Carry belief to whole area o f life
5 0 9 :
51 0  : Just small acts of kindness to hety people makes life a bit easier and I think you don’t need to 
go to church every week because I know a lot of people who go to church every week but aren't 
very nice people. Just because you go to church and pray and say words. It doesn't mean anything. 
So that's how I feel
5 1 1 :
512  : You can have religion and show small acts of kmdness go a long way. ] 6 / intrinsic 
orientation/ Carry belief to whole area of life
513
514
515
516
517
Thank you very much.
That's ok. I hope it would be helpful
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lunristiian, Protestant/ Baptist, British, Primary infertility, Male
r)
e tell me what was your first reaction when did you hear that you 
fertility problem?
ember my first reaction was that a child is a gift from God and it's 
t to have one and it's a gift not to have one. ] Cl/IP/ first 
ion/ God's gift
t don't want my husband to feel bad and when I check it out with him 
is feeling is OK, then I would be OK. ] 02/ RA/ Gender
se I still feel that it's gift if God gives that and if God takes it
Both are gift and I was very much in peace but I wanted to people,
s all.] Cl/IP/ first reaction/ God's gift
e tell me more about your husband reaction.
sband, when I mentioned it to him, he had not a happy background in 
ife so he didn't know whether he want children or not but he wanted 
have children if God wanted us to have children and that's the
n we tried for children. If it was right we wanted to have child. ]
A Meaning of relationship
ristians we believe that God could give us, whatever the problem is 
r body he can change that. So when he heard that we wouldn't have
I think the problem was in both side : with him, he got low sperm
and I wasn't quite right; but we just said this is right and this 
at God wants and we were very peaceful about it. it never caused a 
am, to be honest. It was really really...
RA Meaning of relationship
justed our lives to thinking that we don't have children, let's do 
ther things and let's get involved with the other people. ]C7/ 
aligious coping/ Compensation
ar view, what the reason of your peace is?
tians who trusting God and believe that God is our creator and has 
as and we believe that and we know that He can perform miracle when 
Its to and this very much peaceful thing that God has power.I know 
;;erybody feel in that way but I think because of John's background I 
:hat God wanted us to have some and He would gives us. ] 04/ Rel.
Lve thinking/ Resignation
ve thought that was good too because it's more difficult for some 
issues come to bear when you have children. Aren't they? And your 
round and everything comes into it. So we thought no, this is right, 
Ls good, we are blessed indeed. ] 07/ OS/ Religious coping/ Passive 
Lous deferral
went home actually and opened my Bible, because I do that 
jntly and I came across these words, when I heard and it says;
, 0 barren woman, you who never bore a child, burst into song, shout 
)y, you who were never in labor". This just spoke to me immediately, 
led my Bible, it was: "sing 0 barren woman" and I said wonderful 1 
Ls God. Also we had been thinking about whether we should move our 
and I was thinking if we move house it would be a big expense. If 
got children couldn't be afford to move house due to expenses of 
. The next verses were: "Enlarge the place of your tent, stretch 
:ent curtains wide, do not hold back, lengthen your cords, 
jthen your stakes" So there were two answers that we were thinking 
. Are we having children? You've blessed because you are not having 
md  should we move? Yes, yes and we moved to the present house. Cl/ 
.rst-reaction/ God's bless
C l P P  First reaction
0 2  RA Meaning of relationship
]  0 2  RA Meaning of reiationship
^  0 5  TE P rocedures experience 
I  0 7  OS Religious coping
01 P P  Religious perception
_d you deal with this reality in your life?
lult, isn't it? I suppose life just went on as normal as it had been 
; that. I suppose is a straight forward answer to that. I get 
red in more things, in a church, um, and at the...and so you didn't 
_n the time that you are can not pregnant, it's better be careful 
link how you should plan the future. So we just went on and did more 
J .  Then we could go skiing whereas other people couldn't afford to 
,ing (Laugh). We did something that we might not been able to do if 
i child at that time. Having child, it's more serious of course but 
;e had other things that we could do. We are a part of church, we 
my many friends that we could support and work with other things. 
;ood.]C7/ Non-religious coping/ Compensation
>ng have you been involved with investigation and treatment 
lures?
in't do it for very long time because we discussed it beforehand and 
■d that if God wants us to have children we'll have that, so we 
go to anything artificial. ] C5/ TE/ procedure experience
m  we knew, we went to St. Thomas Hospital that time and they 
ligated me. They said they can do something artificial, I can't 
>er what, to be honest; I almost immediately said I don't want any 
cial things. I want to know can I have children or not. We didn't 
a lot of time. John checked himself and then we found out really we 
I't. ] C5/ TE/ procedure experience
just left it open and we didn't use any contraception and said if 
int us to have children we will have. ] C7/ CS/ Religious coping/
'e religious deferral
lu didn't want to use artificial methods for pregnancy?
I think I was concerned about the John's reaction to children
'. He would in love of his own children but he didn't feel really
ate for children and I was happy to accept that I should or might 
:ve, you know, and I wanted to be good for John. ] C2/ RA/ gender
e you can be useful in so many other ways, even when you don't have
en; being more available. We had needed to people to stay with us
e we have quite few people to stay with us or living with us when
d help and we thought to do that, whereas probably it will be more
0 7  OS Religious coping
0 5  TE Procedures experience
0 7  OS Non-religious coping
LU.UUJ.L wueii you nave cnixaren. C // non-religious coping/ replacement/ 
sensation
J  0 7  C S Non-religious coping
Lt's not something related to your religious beliefs. Is it? 
no, I believe that you can have help for infertility. I have had lots 
friends who have had help for infertility but I didn't think it's 
it to ask to have that. ] C7 combined coping methods
it's your personal view not religious!
it's personal view, that point, yes. At the same time I thought if 
want us to have children he could remedy anything what is in your
ve been heard of some people who have not children for years and 
s and then suddenly they have children. Really we didn't know what 
wrong. John had got low sperm count and there was one or two wrong 
g with me.] Cl /Combined coping methods
was your problem? 
ow I had a mobile uterus and, um, I didn't take what was wrong 
ly. I think the main problem was in John's side but because I had one 
wo things wrong it didn't help the situation. So we just left it open 
we didn't try to make it something. And it was our personal view, 
ough at the same time we though to remedy and what was wrong if He 
us to have children. ] 07/ OS/ Religious coping/ Passive religious 
rral
0 7  combined coping methods
2  0 7  combined coping r
0 5  TE Procedures experience
use usually are more desperate for children than men but about you 
be it is vice versa!
0 , I love children. I'm very happy play with children and I love 
, but...you know I was really in peace about it. It wasn't... I'm almost 
ing embarrassed saying it sometimes. Because I know there are people, 
Ly Christian people in similar faith to me, feel it desperately,
Ly do feel it desperately. But for some reason I was given a real 
3 about it. ] C4/ faith-based pos. thinking/ peacepeace
[ was right at that time, we didn't have children and I always went 
to that verse that God blessed you barren women. We have people stay 
us with lots of love and care that we could give to other people and 
ÎS a bless in that way really. ] C4/ faith-based pos. thinking/
!S and one of those unusual people is me: it's good that I can't have 
iren (laugh) which is not normal. I don't think (L) but I love 
Iren and I play with them for hours (L). ] C4/ Identity/ Being 
irent
not surprise because I think you see it as bless, do you? 
because you have other things to be fulfilled in this way, whereas 
Ither people can't be because they don't have and you do see that 
Iren put stress in relationship. But that wasn't a reason that we 
t haven children. It just doesn't come (L). ] C4/ faith-based pos. 
ing/ Resignation
e tell me the perspective of Christianity about ART?
't think. I've never heard in our church anybody disagree with it, 
pect of people who do certain things, I think the opportunity is 
to use it. And if you desperate and you need your right children 
he opportunity and please try, yes. ] C5/ TE/ ART/ Religious views
F
a God-given thing as well because whatever is around us is from the 
or. Our creator God and He also know how to do this. Nobody can do 
thout His insight into it. ] C5/ TE/ ART/ Religious views on IVF 
acy
about donor egg, sperm or embryo?
ak I wouldn't use somebody else's egg for me. I don't know what 
ally people feel. But I feel when I married I gave everything to 
aerson and if I'm trying for somebody else sperm still he is not the 
married and that's to me wouldn't be right. For me it's the man 
[ married. So I married him for better or worth, for richer or 
:, and for sickness and health. So if there is sickness and man 
have children; that is a part of who I married him and I promised 
3 love him and care him in each circumstances. ] C5/ TE/ ART/
-ous views on DI
1 know whether it is prohibited in your religion or not? 
in't really discussed it with anybody. I haven't talked about that 
I think it might be. my personal view is what I've just said. I 
think that most of committed Christians would probably think that 
C5/ TE/ ART/ Religious views on DI
wouldn't condemn anybody who thinks differently. Um, I mean, I 
today too many people think it's my right to have this, it's my 
to do this, I ca do this, I want this, instead of realizing their 
sibility, you don't know about the other person, you don't know all 
f things. I think it's people of not getting balanced instead of 
y right, should be my responsibility. Women quite old they wanting 
they're dying before their children are more than few years old 
at's not their right to have child. It's their responsibility to 
fter child throughout their life. Those sorts of things, so I think 
are not necessarily good ways of looking that it's my right to do 
. It's a lot more to think from my right (L). ] C5/ TE/ ART/ 
izing using DI in old age
s your opinion about adoption? 
at's good, that's good.
J didn't adopt?
3 of John's background really. I know when I went to my doctor and 
V that we can't have children and she just sat on the chair and 
Tat she had to had adopt and about half an hour, or may be not that 
she talked to me about if I want to have children and I was being.
Te opposite because of what she said really, honey she was. So 
[ think it's brilliant to adopt children if you need and the
C4 EE Faith-based positive thlning
0 4  EE Identity
I 0 4  EE Faith-based positive thining
0 5  TE Assisted technologies
0 5  TE Final approach
en will be the value of the home. One of our friends has adopted 
inese children recently. That's lovely and great to see. But I 
t with John's background it would better for him to have his own 
en. Then he understands it rather than other children coming in. ] 
/ final resource/ adoption
're agree with adoption?
ohn would agree with adoption but not for him. He would agree that 
good thing. I never pushed it. I never felt that was the thing to 
it was a possibility, we had talked about it before, then we were 
for children but then thought we couldn't have ourselves. So we 
have them and we didn't adopt. He kept himself restrained when he 
child. He didn't feel that it's right to adopt the children. ] C5/ 
nal resource/ adoption
0 5  TE Assisted technologies
0 5  TE Assisted technologies
0 5  TE Final approach
t extent your decisions were affected by your religion? 
k a lot. I was thinking that Christianity is a life, more than 
on, so it affects everything. So your life is your way and if God 
s and made you and is a part of your life and you're living for 
hen He affects everything you do but you don't feel it consciously, 
ou have the peace of God in your heart then there is a different 
approach things.C6/ RSO/ Interinsic orientation
ot aware of the way that I do but people tell me its strange. I've 
ly had cancer, colon cancer, and I had to have colostomy but I was 
eaceful about it and it's not unusual to be peaceful about. A 
of mine got cancer and I couldn't cope with her cancer but when I 
I was in peace about it. At the same time God gives you peace for 
cessity of the situation and it was interesting I was so upset for 
ving cancer when I had it I was really in peace, you know. It's 
ing God gives. ] C4/ faith-based pos. thinking/ peacepeace
k my whole life is affected by my relationship with God. Yes, and 
Iking to God all day. I suppose it's prayer but I mean, oh saying 
lord, I do like that (L). Lots of things. I'm always talking to 
ot really aware that it is, because it's jus relationship. It's 
just someone in your side all the time and chatting to and talking 
RSO/ Interinsic orientation
ten do you attend public religious services?
very Sunday, we have meeting in the week, once or twice. We go to a 
group we meet up with and I go to other things, special things 
on. Just on a course on prayer four week on Saturday morning, that 
eat and helpful. 06/ RSO/ Interinsic orientation/ 03/ SF/ Religious 
lifesocial/ religious support
er is around, my father is not well and I'm having to go and see 
ite a lot. He doesn't live locally. What I can really I will do,
/ SF/ Religious social lifesocial/ Socialization
eople believe that "the cause of infertility might be something 
human power" and some of them say that "it's just a medical 
". What your opinion is?
s, it is medical so often but I believe that God is in its control,
e He is greater. He is the creator. So, yes, everything in our
we can look at positively or negatively and that's the difference 
. 01 PP/ Infertility causation/ Med. _Sp. causation
me people in some druidical? circumstances, I don't know how they 
nd they do cope and they've more joy than so many western 
ians. Because they have the love of God in their hearts and I think 
s the situation where God is in control like He gave me cancer and 
e me infertility. So thank you Lord that's in your hands and I'm 
As long as I'm in your hands, as long as I'm aware He wants me to 
d wants me to be then I can be happy. You know, if I want to shake 
t to God because He's made me infertile. He gave me cancer then 
not in peace of God. God is doing things in your life. You learn
very circumstance in your life, you grow up, you learn, you
tand so much more. If you didn't have that experience you wouldn't 
it is always easy. You wouldn't grow, would you? (L). ] C7/ CS/
ous coping/ benevolent religiousreappraisal 
ou experienced any time that you've been anger with God? 
h, um, there are times you say why did you do this God. I think, 
stance my husband is looking at me and worrying about cancer and 
'm going to die in a certain time. Hopefully he would be coped and 
Id be OK and there is no problem. He is looking at me and perhaps 
t time he could feel a bit angry with God, I don't know, he hasn't 
I think in those circumstances the people who are watching rather 
ople going through it, I think it is harder to watch something 
d of being person going through. When you're going through just 
ve to get on with it, you know, OK, I had Chemotherapy, OK, I can't 
thing about it, so let's go with it. In fact if you do I don't 
that God minds if you are angry with him because you're being 
and I think He wants honesty and also He wants us to open up our 
to Him. ] 07/ CS/ Religious coping/ Punissing reappraisal
can't think of any instances where I've been angry with God. I 
think. I've always been a happy person (L). C4 EE/ faith-based 
ve thinking
I C5 TE Decision making 
C6 RSO Intrinsic orientation
C4 EE Faith-based positive thining
C6 RSO  intrinsic orientation
I I C3 SF  Rel social life C6 RSO Extrinsic orientation
1  C6 RSO Intrinsic orientation
•' " J
I C3 SF Rel social life
C1 P P  Infertility causation
C7 C S Religious coping
0 7  CS Religious coping
I C4 EE Faith-based positive thining
eople when face to difficulties thinks that it's a punishment from 
hat do you think? 
got cancer I just thought it was God's will at that time. I did 
the worse things worried about, losing your partner and perhaps 
be dying and therefore no longer be with your partner and that's 
rse thing, it's the separation. But when I had it I felt again it 
d's will for me at that time ] C_Reliogious coping/ God's will
had chance to speak to people I would never spoken to because of 
it had a good side. I've made new friends. I felt love that was 
g when I had cancer form loads of people at work. People don't open 
il there is a situation. I was going to work and I got so many hugs 
o many people. ] C4 EE/ faith-based positive thinking
0 7  OS Religious coping
0 4  EE Faith-based positive mining
you had any religious education?
:hool we had our religious education. Obviously, going to church 
' week, in two weeks I'm 60 so I went to church all my life. I was 
L to church by my parents and a good life church each time. There are 
churches; Christian churches show you to find your own religion.
; are those alive to God. Aren't they? I had been very fortunate 
f  alive to God places.
you been brought up in a religious family?
I have, yes and it was a very happy family, yes. So I had lots of 
experiences then and you don't realize it to your older and you see 
s happen to other children. I am so so blessed (L) from having so 
love (L). Yes (L).]C6/ RSO/ Intrinsic orientation/ carry beliefs to 
life
at extent your religion helps you to overcome your life hardships? 
Ips. It's just there everyday and does. I think when you turn away 
God then you really suffer and you get beaten roots within you but 
have been times that I've done things but I shouldn't have done; 
ot perfect in anyway but when I come back to God, then I'm able to 
t from his point of view. May be I can't see him for a while but I 
rust and he helps me to get over things. It's not a fear thing like 
ear of prosecution and that sort of stuff. I think God would give 
he strength to get through what you needed to get through at that 
I suppose I always found that in my life. My parents have been 
ng too. I've seen it in my parents and I've experienced it myself, 
seen it in others. Yeah.]06/ RSO/ Intrinsic orientation/ carry 
fs to whole life
u think these sorts of difficulties are God's test?
think so, yes, yes, and I'm happy about that. Yes, I'm sure a lot of 
s God allows to strengthen you, to make you stronger. I don't think 
a sort of nasty testing. I think it's genuine, a way of growing and 
loser to God and closer to the others and you learn so much. You do 
so much, yes. I've never known how much people care about me before 
cancer and they show their love to me just amazingly and the people 
urch fantastically supported me. I suppose I almost expected that 
'm still through to peaces with it. Then you find everybody work 
their love. So may be a test which you gain from it, yes. ] Cl PP 
ng of infertility
at extent do you believe in miracle?
believe God can raise it if it's necessary and I believe there are 
s in China who are prosecuted and this happens. So I believe God can 
. In the Bible, it talks about miracles. I would like to believe 
out perhaps I don't look that way all the time. I pray for people 
know God can do things. C7/ religious cooping/ pleading for direct 
cession
OS I should expect more than I do; because If God is God and creator 
very very very great. So I should expect and may be I made God too 
(L). 07/ religious cooping/spiritual comnnection
/ou heard about spiritual healers or believe them? 
leard about spiritual healers. I've been to meetings where the 
:ual healers were, they are those who use the power of God. They are 
who say it's the earth moving or something like that and I think 
going to the wrong person. C5/ Te/ Alternative medicine
:hing should go back to God because He is the creator. If people 
can do it himself, yes, it dopes happen, yes, it does happen. But I 
want to know in those circumstances if it was, um, God found Jesus 
: came in the flesh. It was through God. it's actually happen 
gh the power of God, not through the various mistakes and to me 
5 not right way. C5/ Te/ Alternative medicine
think that devil can also imitate what God does. So I suppose it 
lake you nervous. You want to make sure that this is the right way.
:/ Alternative medicine
lerd of them. I don't know any people affected by them but I did 
jeople who have been affected by the power of God and miracle's 
led. Yes. C5/ Te/ Alternative medicine/ spiritual healing
'ou used any alternative therapy?
I vitamins with herbs. I meditate on God's words but not other 
ition. 05/ Te/ Alternative medicine/ Meditaton on God's words
1 in relation to your fertility problem.
didn't do anything in relation to fertility, no. I was going to 
nd I wasn't. I didn't feel it's necessary. I just let the door open 
ve never used the contraception after then. If it was to come, it 
i come .yes, that's how we left it really and we didn't try any 
al.CS/ Te/ Alternative medicine
ou experienced any emotional experiences?
ose I was thinking it would be nice to have children. I was 
ng I like to have children.
tion (pause) it was really a peace, I mean what was to be it would 
. It wasn't fatalistic; it was a genuine peace about it. If I 
't have them, but it was good as well so I didn't really feel 
s and I know that's very unusual. ] 04 EE Emotional status
't feel anxious about it. But I know friends who were desperate to 
hildren and yet their faith was so strong. But for me it was right 
e shouldn't have children,
yes, when I see other children I think what our children would be 
I do think about it occasionally but it's not an anxious thought, 
ust like oh wouldn't it be nice to seen them, you know. ] ] C4 EE/ 
ty/ acceptance
C6 RSO Extrinsic orientation
C6 RSO Intrinsic orientation
C6 RSO Intrinsic orientation
C l P P  Meaning of infertility
0 7  OS Religious coping
2  0 7  OS Religious coping
05  TE Alternative medicine
0 4  EE emotional status
0 4  EE Identity
it difficult, because a lot of people around me think that it 
me a lot. So they won't talk about it or they don't let me to have 
en for a while. They won't bring their children around, and I say 
me hold them. They're a bit nervous but it was no problem to me 
her people actually make it a problem. And I was telling one friend 
eek then we were taking about it and she was quite worried and she 
t I'm really hurt and I'm not (L). I'm unusual (L). ] C3 SF
implications/ social pressure
have any job?
have. I was internal communications manager. But I knew the 
ng director very well and it got me a chance getting early 
ment, because I had an operation in Sep. 2004 and then Chemotherapy 
ct. to April. I was intending leaving when I was 60 and they gave 
early retirement and it was very nice for me (L). ] C3 SF Social
ations/ social pressure
C3 SF Social implications
C3 SF Social implications
ur infertility affected your Job?
. I think in business today it's just all go, go. go, yes (L)
tell me the impact of your fertility problem on your marital 
onship?
't think it makes any different to be honest. We won't getting 
s before it happened. We just took it as you know, as it came. We 
try to do special times in case to make it happen. We just carried 
we don't think it makes any difference, to be honest. ] C2 RA/ 
g of relationship
think that your fertility problem has led you getting closer to 
ther?
re it made any differences. Because we had talked about it and said 
did have children it was good and if we didn't have children it was 
When it came to it I mean a sort of comment to each other like we 
have children but never mind because we've got each other and 
good and I think sometimes we learn to live with each other 
. Sometimes children stop you to know each other. So may be we got 
w each other better because we didn't have children. I think there 
ose things who never mind we've got each other. We do love each 
and we were closed. May be we are closed because of that because we 
o depend on each other all the time. We haven't got the child let 
to take that emotion. ] C2 RA/ Meaning of relationship
nfertility had any effect on your life satisfaction?
happy (L). um, yes, infertility is good, not being, either way is
so I've been happy. It would be very different life if I had
en but not having children, I have learnt to become perfect to my
d and just saying that's a good thought. Yes, my life satisfaction,
d I'm able do different things, yes. .] C4 EE Emotional status/
atisfaction
oes motherhood mean to you?
t know how to define motherhood. I never thought of defining
hood.Cl PP Motherhood/not to think about
hood, ooh, looking after, my meaning of motherhood is being ready 
e of your children, support them throughout life. ] 01 PP 
hood/ caring throughout life
d to look after and cares for and I had many happy times and it's 
give my children happiness to expand then to bring different things 
heir lives, to grow their imagination, to grow their experiences as 
s we could and to care them throughout.Cl PP Motherhood/ caring 
hout life
had children that was my function, both of us. We wouldn't have 
and then immediately go to work. I know one person who gave birth 
urday and back to work on Monday. For me it's not having children.
having children is giving your life for them as well. Cl PP 
hood/ giving your life to children
your feeling when you see pregnant women?
eased for them; it's lovely, very excited when I see a pregnant 
It's lovely. Yes.
have anything to say and something to add to this interview?
, I just think it is a privilege not to have children as well as to 
hildren. So I feel I had been privileged. I had enjoyed being with 
people's children. ] Cl PP Meaning of infertility/ being privileged
ulties that other people think that it hurts me whereas it doesn't,
want to enjoy other people's children. I enjoy Silla's children, 
re lovely, for instance. (P) ] C3 SF Social implications 
cause we don't have children we don't mix with so many people all 
me. Those who have children meet the mothers at the gates they have 
of interrelationships. So I suppose because I don't have that 
ence I don't meet so much with children families in that way. ] C3 
ial implications
eir all families at church I do. So there is no difference.] C3 SF 
ous social life
C2 RA Meaning of relationship
C4 EE emotional status
C l P P  Motiierhood
01 PP  Motherhood
01 PP  Motherhood
01 P P  Mothertiood
01 P P  Meaning of infertility
0 3  SF Social implications
0 3  SF Rel social life
ink that you don't want to meet them or naturally it happens, 
lly. I'm saying that naturally if you have a family and you are 
and you meet your children in the school you meet the other women, 
t the church they would know the children at the same age and they 
e to get them together and you have families into reacting just 
e they are families which I don't do in the same way. ] C3 SF 
implications/ social isolation is natural
have all my friends in the church they let me to love their 
en as well. So that's good (L).
F Religious social life
0 3  SF Social implications
0 3  SF Rel social life
ny infertile friends do you have?
who we are kin with and presumably are infertile they never 
d infertility. We've got quite a few friends who are just childless 
s and I think it's because of infertility.] C3 SF Social 
ations/ social isolation is natural
you share your feelings with your either fertile or infertile 
?
I can myself. I have no problem about it but I found it quite 
g that this friend this week said me be careful it might hurt doing 
I thought she doesn't know about me and I thought I want 
] C3 SF Social implications/ social isolation is
erview and
0 talk to her.
1
k people back off from saying things to people because they think 
eally going to hurt and I've been sensitive about it to other 
. ] C3 SF Social implications/ social pressure
ust a feeling if you have no children I mean there are many who 
not to have children. Aren't they? A lot of people today they 
to have no children in this world. ] C4 Identity seeking identical 
ty
mean, I could tell to anybody because I don't feel embarrassed 
it. but I don't know, the other people think that I can and I think 
was been a little bit. She said I hope it is all right Coral and 
n't mind and I said no, not at all, not at all. She knows me quite 
I think she does understand but I suppose it's not what we talk 
it. Do you? I have no problem talking about it (L).] C3 SF Social 
ations/ not to fear of disclosure
0 3  SF  Social implications
0 3  SF Social implications
0 4  EE identity
0 3  SF Social implications
a lot. That's very kind of you. 
you very much.
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NVivo revision 2.0.163 
Project: Robab User: Administrator
Licensee: PhD Student 
Date: 09/04/2008 - 19:36:59
NODE LISTING
Nodes in Set:
Created: 
Modified: 
Number of Nodes: 
1 
2
3
4
5
6
7
8 
9
10
11
12
13
14
15
16
17
18
19
20 
21 
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
All Nodes
15/11/2005- 15:58:07 
15/11/2005- 15:58:07 
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1st experience, quite shocking 
Absolute desire to be mother 
absolute trust on God 
affected by infertility complication 
ambivallent about religion's perspec 
anger
annoying ~in\^stigation 
anxiety during investigation 
attempt to hiding from community 
being different
being more vulnerable Gender
being mother, an inner desire
being promiscuous
belief in miracle
belief in praying for healing
believe in destiny
believe in forgiveness and fertility
believe in God's help for coping
believe in herbal medicine
believe in homeopathy
believe in 'praying changes destiny'
believe in praying to remove curse
believe in praying to remove devil
believe in spiritual cause of infert
believe in spiritual healer
benefits of counselling
broken partnership
busy personal life
busy social life
01 PP First reaction
01 PP First reaction 2
01 PP Infertility causation
01 PP Meaning of infertility
01 PP Motherhood
01 PP Religious perception
02 RA Gender
02 RA Meaning of relationship
02 RA Sexual relationships
03 8 F Lifestyle
03 SF Rel social life
41 C3 SF Social implications
42 C4 EE emotional status
43 C4 EE Faith-based positive thining
44 C4 EE Identity
45 C5 TE Alternative medicine
46 C5 TE Assisted technologies
47 C5 TE Decision making
48 C5 TE Final approach
49 C5 TE Procedures experience
50 C5 TE Religious healing
51 C6 RSO Extrinsic orientation
52 06 RSO Intrinsic orientation
53 07 combined coping methods
54 07 OS Non-religious coping
55 07 OS Religious coping
56 carry beliefs to whole area of life
57 carry on treatment at present
58 centrality of child for husband
59 changing career after treatment
60 childlessness as final approach
61 close relatives' support
62 contradictory approach with family
63 crying after infertility confirmatio
64 delighted by surrogacy
65 delighted of having religious Dr
66 depersonalization
67 Dl means having illegitimated child
68 disbelief
69 disclosure difficulty Gender
70 divine look to the life
71 doing I VF for not to blame myself
72 doubtful for IVF attempt
73 Dr's spirituality is not necessary
74 emotional perse\^rance
75 enjoying private religious activitie
76 enjoying to attend religious service
77 faith-based acceptance
78 faith-based decision-making
79 faith-based emotional well-being
80 faith-based paitience
81 faith-based positi\^ thinking
82 feeling of annoyance
83 feeling of bereavement
84 feeling of guilt
85 feeling of hate regarding Dl
86 feeling of incompleteness
87 feeling of loss
88 feeling of missing
89 feeling of self-worth
90 feeling of shame
91 feeling of wistfulness
92 feeling vulnerability
93 final option, remaining childless
94 Free Node
95 Free Node 2
96 friend's support through praying
97 friendship as a coping strategy
98 general religiosity
99 getting different boyfriends
100 getting help from all resources
101 getting information helps coping
102 getting strength from religion
103 God as resource of help
104 God's bénéficient
105 God's will
106 gradual acceptance of imfertility
107 great suffering
108 guilt, result of insisting on pray in
109 happily marital relationship
110 having child is a big life's test
111 having gratitude from God
112 having husband support
113 having identical views with husband
114 hesitant for using donor finally
115 hope and ambition
116 hopefulness
117 hopefulness aroused from faith
118 hopelessness due to tests' result
119 husband acceptance
120 husband concern Gender
121 husband faith-based calmness
122 husband optimism
123 husband reaction Gender
124 husband refusal from ID
125 husband support
126 husband's co-operation for sex
127 husband's religiosity
128 ignorance
129 illegitimate child a treat for human
130 immersing in God's will
131 inevitable investigation
132 infertility affects e\^rything
133 infertility an issue for cursed wome
134 infertility as a higher life intenti
135 infertility as disobedience outcome
136 infertility as God's test
137 infertility, a God-made decision
138 informing close family
139 interested in socialisation
140 intrusive investigation
141 involx^ment with God
142 IVF assists my fertility
143 IVF, a modem technique
144 joining religious communities
145 justification of religion's perspect
146 keen on social co-operation
147 lack of explicit knowledge on IVF ap
148 less religious ones need more supper
149 less stress due to religious belief
150 life dissatisfaction
151 look to God for support
152 motherhood a big effort
153 motherhood a holistic role
154 motherhood an idealised role
155 motherhood as a privileged role •
156 motherhood bringing up a respectful
157 motherhood for social pressure
158 motherhood, a big effort
159 motherhood, No 1 goal in life
160 mothrhood, obviously important
161 multiple sources of coping
162 needing to know reason
163 no pressure from husband's side
164 not accessing to religious doctors
165 not requiring counselling
166 not treated by divorce
167 objection to using donor
168 objection with adoption
169 occational emotional breakdown
170 occational feeling of luckiness
171 occational feeling of pressure
172 occational wondering
173 partial social isolation
174 partially acceptance
175 persuasive for being infertile
176 plants come from God
177 positive religious view on ART
178 positive view on adoption
179 positive view on surrogacy
180 praying
181 praying as a coping strategy
182 praying as the last resource of help
183 praying change destiny
184 preference adoption instead of donor
185 pressure from my own side
186 primary excited sex
187 private religious activity
188 public religious activity
189 pursuing career for treatment cost
190 questionning
191 reliance on God
192 religion's emphasis on socialization
193 religious affiliation
194 religious pronatalism
195 resignation
196 role of circumstances
197 Sacred meaning of motherhood
198 seeking Dr's advice for proper sex
199 seeking marital identity
200 seeking maternal identity
201 Seeking sympathy
202 seeking treatment
203 self-confidence
204 sex as an unrelated issue
205 sex beyond the matter of conceiving
206 sex just for lo\^
207 sharing religious views
208 social relationship with close frien
209 spiritual experience
210 strong religious belief
211 subject of multiplying Gender
212 surrogacy a sweet gift
213 surrogacy accepted issue by religion
214 surrogacy going a little to extreme
215 surrogacy, a little unethical
216 trusting God for protection and care
217 trusting God not to scheduled sex
218 try not to pressurise sex
219 try to be balanced emotionally
220 try to put it away
221 try to resoI\^ the fertility problem
222 trying to accept
223 trying to maintain sex normally
224 unable to express
225 unaffected lifestyle
226 unaffected sex
227 unbelieving in medical teams
228 unbelieving to be damned by God
229 unbelieving to punishment
230 unconvincing
231 unconvincing by Bible to be infertil
232 unhappiness with staff, spiritually
233 unpleasant to debate on IVF in this
234 unrealistic reaction Gender
235 using donor is clearly rediculous
236 using donor is Haram -forbidden-
237 using donor is unethical
238 using IVF is not unethical
239 using IVF is not unnatural
240 wanting child as a proof of lo\^
241 wanting child to rely on is silly
242 worrying about doing appropriate sex
243 (1) /coping strategies R
244 (1 1 ) /coping strategies R/religious
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anaer
unconvincing
quite shocking
First reaction
Perceiving infertility^
ignorance
I  sacred meaning
#
big life's test
a proof of love
%
encouraged by faith
obviously important
a big e f f o r t
a privilegeo role
Motherhood
an inner desire
absolute ambition
life without child is unimajinable
iplete 
ii^ertility^^^
#
^incom l teness
Meaning of nfertil ty»
#
hardest experience
feeling of mising
Religious perception
#
Negative perception
God's test ,  %#F ^ _ G o d 's  will 
positive perspection
I \
faith-based acceptance 
#
n o ^  punishment
God-made decision
relation with forgiveness f l B  
outcome of disobedience higher life intention
an issue for cursed women hasving spiritual cause
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Paradigm 1; Encountering infertility
intervening
conditions
Gyn. History 
Infertility duration 
Infertility cause
Causal
conditionContext
Religious/ Sp. 
orientation Fertility problem
E ncoun tring  in fe rtility
Actions/ interactions
Religious reappraisal of 
Inf. causation
Constructing 
spiritual meaning of 
infertility
Disbelief and denial
Consequences
Being prepared to accept self 
as Infertile
Paradigm 2: Constructing religious/ spiritual meaning
Context Causalcondition
Rel. upbringing 
Rel. conversion 
Rel. teachings
Starting to 
accept self as 
infertile
Intervening
conditions
Culture
C o n s tru c tin g  Rel./ Sp. m ean ing
Actions/ Interactions
Perceiving God 
presence in life
Viewing infertility as a 
God- given 
phenomenon
Reappraising 
infertility as God’s 
test, will and wisdom
Consequences
Becoming stronger in 
challenging acceptance
Paradigm 3: Governing emotions
Intervening
conditions
Mood status 
Infertility duration 
Staoe of Treat.
Causal
condition
Becoming 
stronger in 
challenging acc.
Context
Religious/ Sp. 
orientation
G overn ing  e m o tion s
Actions/ Interactions
Feeling of 
difference
Trying to think 
positively (faith-based)
Accepting new 
identity
Consequences
starting disclosure
Paradigm 4: Adjusting relationships
Intervening
conditions
Causal
conditionContext
starting
disclosure relationships Hus, religiosity
A d ju s tin g  re la tion sh ip s
Actions/ interactions
Dealing with 
husband feelings
Seeking husband’s 
support
Accepting the 
situatin
Consequences
Disclosing to the society 
Seeking treatment
Paradigm 5: Managing social functions
Intervening
conditions
Gender issues 
Social constructs 
ethnicity
Causal
conditionContext
Rel. Sp beliefs 
Culturai issues
Disclosing to the 
society
Managing social functions
Actions/ Interactions
Getting support 
from religious 
congregation
Approaching
social
implications
Constructing 
sacred meaning 
of motherhood
Offering spiritual 
support to others
Consequences
Feeling of being dynamic 
Getting on with life
Paradigm 6: Decision-making on treatment
intervening
conditions
Causal
conditionContext
Religious
orientation
Seeking
treatment
Stage of Treat. 
Personal views
Decision-making on treatment
Actions/ interactions
Adopting healing 
beliefs
Exploring
expertise
Participating in 
decision-making
Expecting for 
outcome
Consequences
Challenging for last resort 
Getting on with life
Paradigm 7: Coping with the illness
Intervening
conditions
Causal
conditionContext
Religious
orientation
Getting on with 
life
Stage of Treat. 
Infertility length
Coping w ith  the  illness
Actions/ interactions
Achieving 
intimacy to 
others
Gaining 
closeness to GodFinding meaning Gaining control
Consequences
Transforming life 
Spiritual strengh
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Annual Research Conference, EIHMS, University of Surrey, 21®* June 2005
Feminist grounded theory: A novel theoretical triangulation for research on 
women’s health
Latifnejad Roudsari R., Smith P.A., Allan, H.T.
European Institute o f  H ealth an d  M edica l Sciences, U niversity o f  Surrey, Guildford, U K
Introduction: Feminist grounded theory emerged in the literature as an established research 
method in the health and social sciences from 1995 (Wuest 1995). It has been used as a 
theoretical triangulation for research on women’s heaith (Weaver 2005, Wuest 2004, Kushner 
2003, Wuest 2002, Wuest 2001, Keddy 1996,). FGT is the feminist perspective which is applied 
to the method of grounded theory. It offers an approach to knowledge discovery that incorporates 
diversity and change (Wuest, 1995).
Discussion: From a feminist perspective, grounded theory, allows for complex analysis of 
complex questions regarding social determinants which influence the social processes of 
managing women’s health issues (Wuest & Berman 2002, keddy 1996). FGT propose a critically 
interested grounded theory methodology that reflects an important synergy for knowledge 
generation (Kushner, 2003). Kushner (2003) proposes that if grounded theory be reframed in 
terms of a notion of theoretical triangulation, it encourages internal dialogue within a given 
research design. He argues that there is the basis for a strong elective affinity between grounded 
theory and feminist theory (Kushner, 2003). So, regardless of the differences between two 
theories, there are some common ontological, epistemological and methodological issues which 
have been discussed in this paper.
Conclusion: Considering the consistencies of feminism and grounded theory, a FGT method, as 
Wuest (2004) points out, enhances the theoretical sensitivity, i.e., the theory that evolves can 
make a major impact on our knowledge of life of the women in society (Keddy, 1996). 
Furthermore, it increases emphasis on capturing diversity and strength in women’s experiences 
and refocuses the research process so that is more participatory than traditional grounded theory 
(Wuest 2003).
Kew words: Feminist grounded theory, theoretical triangulation, women’s health
Thursday pm 15:15-15:45
Reproductive and Sexual Health Empire Room
Latifnejad Roudsari, R., Allan, T.H., Smith, A.P.
University of Surrey
HOW RELIGION AND SPIRITUALITY INFLUENCE SOCIAL EXPERIENCES OF INFERTILITY
Background & purpose; Existing research has predominantly focused on medical, psychological, social and cultural 
aspects of infertility, while religious and spiritual dimensions have received little attention. This study examined how 
religion/ spirituality affect social consequences of infertility.
Method: This paper presents an interim analysis of the experiences of 20 infertile women affiliated to different 
denominations of Christianity (Protestants, Catholics, Orthodox) and Islam (Shi’as and Sunnis), forming part of a 
larger (50 women) feminist grounded theory study. Data were collected through semi structured in-depth interviews 
in two UK and one Iranian fertility clinics and analyzed using grounded theory approach.
Results: Emerging categories included: perceived motherhood and infertility, relationship adjustment and social 
functioning. Religious participants viewed motherhood as a highly recommended religious value, something sacred, 
God’s gift, respectful honor, social fulfillment and being subject of reproduction. They perceived infertility as God’s 
will, God’s test, being chosen by God and an enriching experience for spiritual growth. These kinds of beliefs helped 
them to perceive their.marital life as something granted by God which could be accepted peacefully and its outcome 
would be supportive relationships and family commitment and cohesion. Their religious views on socialization as a 
religious value motivated them to search reassurance through the love and care of congregation members as well 
as offering support to others to gain intimacy and as a consequence being liberated from social isolation caused by 
infertility. ^
Conclusion: It seems that religious beliefs are influential for religious/ spiritual infertile women to handle the social 
implications of infertility.
Thursday pm 13:30-14:00
Experiences of Health and Illness Sefton Room
Lawton, J., Peel, E., Parry, O., Douglas, M.
University of Edinburgh
CONTINUITIES AND CHANGES IN DIABETES CAUSATION ACCOUNTS: A LONGITUDINAL
QUALITATIVE ANALYSIS
We undertook a longitudinal qualitative analysis of data from a study of newly diagnosed type 2 diabetes patients 
(who were interviewed 3 times over 1 year) and a follow-up study involving 20 of same patients conducted 4 years
later (n=80 interviews in total). Our analysis focused on respondents’ perceptions and understandings of why they
had developed diabetes and how, and why, their causation accounts had changed/remained the same over the 4 
years. We found that respondents’ experiences, over time, of observing, managing and gaining/losing control of 
their disease were central to understanding continuities and evolutions in their accounts. This issue, as we show, 
became evident not only through undertaking a sequential analysis of individual respondents’ accounts, but also 
from juxtaposing and comparing accounts in which respondents had started with similar paradigms and, over time, 
had come to account for their disease in very different ways. We also highlight how, through a process of editing out 
and/or adding factors in, causation accounts could be used as ‘resources’ to justify or enable particular treatment 
orientations. We use our work to vindicate and develop critiques of social cognition theories, with their emphasis 
upon beliefs being antecedent to behaviours, and to provide reflections upon the implications of findings for
qualitative research designs and sampling strategies.
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Postgraduate Poster Show, Faculty of health & Medical Sciences, 
24**^  Oct. 2007, University of Surrey, Guildford, UK
Religion and spirituality as mediating factors in adjusting marital 
relationships in infertile women
Latifnejad Roudsari R.^  Allan H.T.\ Smith P.A/
^Division o f  H ealth  & Socia l care, F aculty o f  H ealth  an d  M edica l Sciences, U niversity o f  Surrey, 
Guildford, UK, G U 2 7TE
^Lecturer, D epartm ent o f  M idwifery, M ashhad U niversity o f  M edica l Sciences, M ashhad, Iran, 
91375-345
Background and Objectives: Despite growing body of literature regarding marital adjustment of 
infertile women, there is no study to address the role of religious and spiritual beliefs in adjusting 
marital relationships in infertile women. Considering the significance of marital cohesiveness and 
commitment in the long and stressful journey of infertile women, this study was designed to 
explore the experiences related to infertility in a marital relationship context and to illuminate how 
marital relationships is experienced by infertile women who affiliated to different religious faiths
Method: For this study a group of 30 infertile women affiliated to different denominations of 
Christianity (Protestantism, Catholicism, Orthodoxies) and Islam (Shi’a and Sunni) were 
interviewed. The design was a feminist grounded theory study including semi structured in-depth 
interviews. Data were collected in one Iranian and two UK fertility clinics through theoretical 
sampling and analyzed using Strauss & Corbin's (1998) mode of grounded theory.
Findings: Religious infertile women using a religious/spiritual meaning-making framework tried to 
perceive their marital life as something granted by God which could be accepted peacefully. They 
tried by establishing a divine relationships and going through the following phases adjust their 
marital relationships: being optimistic and positive, having supportive relationships, being grateful 
and appreciated for their marital life, offering spiritual sympathy and adopting religious role 
models. These strategies aided infertile women and their husbands to be more understanding, 
sympathetic and gentle to each other and maintain a family cohesion.
Conclusion: I argue that awareness of health professionals of the potential ways in which 
religion and spirituality assist infertile women to deal with their marital issues could be important. 
This knowledge will help them to support emotional wholeness and integrity of infertile women, 
offering religious and spiritual coping strategies which can help adjusting their marital 
relationships.
Key words: Infertility, religion, spirituality, perception, feminist grounded theory
Festival of research: celebrating research and fostering collaboration across the university, 
2"^ November 2007, University of Surrey, Guildford, UK
Encountering infertility: Do religious and spiritual beliefs affect women’s 
challenge to accept self as infertile?
Latifnejad Roudsari, R / ^ , Allan, H.T., Smith, P.A
^Division o f  H ealth  & Socia l care, Faculty o f  H ealth  an d  M edica l Sciences, U niversity o f  Surrey, 
Guildford, UK, G U 2 7TE
^Lecturer, D epartm ent o f  M idwifery, M ashhad U niversity o f  M edica l Sciences, M ashhad, Iran, 
97375- 5^5
Background & purpose: Being aware of having fertility problem and thinking about encountering 
infertility in the rest of life as an issue to struggle with is a catastrophe for majority of infertile 
women. This shocking news is really devastating and like a disaster, which collapses all 
ambitions, dreams and aspirations of women desiring a child. This study explored how women 
confronted infertility in a religious and spiritual context.
Method: using a feminist grounded theory approach 30 infertile women affiliated to different 
denominations of Christianity (Protestantism, Catholicism, Orthodoxies) and Islam (Shi’a and 
Sunni) were interviewed. Data were collected through semi structured in-depth interviews in two 
UK and one Iranian fertility clinics and analyzed using Straussian mode of grounded theory.
Results: The emerged categories embraced abrupt appraising of infertility, subsequent 
appraising of infertility and challenging for acceptance which were encompassed in the core 
category of relying on a higher being. Abrupt appraising was presented as disbelief, uncertainty, 
and questioning which was the primary reaction of the women to fertility problem. Subsequent 
appraising was associated with more searching and probing to find out the cause of the illness 
and reappraising the meaning of infertility. Challenging for acceptance was demonstrated as 
being in limbo, feeling self as different with others and trying to accept self as infertile.
Conclusion: Religious participants using a religious/spiritual meaning-making framework tried to 
reappraise their illness spiritually and trusting a higher power, who can protect individuals, went 
through these stages and encountered infertility peacefully and as a God-given phenomenon.
Keywords: Infertility, religion, spirituality, accepting self as infertile, feminist grounded theory
Interproféssîonal education: enabling effective delivery
David Reid, Hilary Pengelly and Ros Johnson — Sheffield HaUam Univernty
(Lreid@sheffielcLac.iik
background: Whilst governm ent policy urges health and social care professionals to work togedier 
collaboratively, professional identities and professional boundaries often militate against good inter 
professional practice. I t  is suggested that the origins o f  these obstades to multi-disciplinary practice lie 
in the academy, vdiere discipline-specific education potentially inhibits effective collaborative working 
across professional boundaries. The development o f  interprofessional education is sqen as a way to 
respond to this problem, and yet the same inhibitors (to effective collaboration) can be seen to apply to 
the delivery o f  interprofessional education. I t  can be argued that to be effective, interprofessional 
education requires academics from  different disciplines to work collaboratively in the delivery o f  this 
teaching. In oür e ^ e rien c e  this is n o t always the case.
Aim : O ur starting point is that developing effective interprofessional teaching teams m ay offer a 
paradigm for prom oting effective interprofessional practice through delivering interprofessional 
education. This paper presents reflectibiis-on and suggestions for future practice in developing 
s tra t^ e s  to support th e  effective delivery o f  inter professional education to undergraduate students by 
academic staff from across the health and social care disciplines.
- Method: In order to understand better our academic colleagues’ experience o f  vdiat works in delivering 
• interprofessional education, we set out to engage participants in a N om inal Grroup to explore the ideas 
they had about w hat is valuable in what they do ^  relation to iiiterprofessional collaboration) and how 
this can be built on. The participants were self-selected from  a range o f  health and social care 
academics; all have recendy been involved in delivering the Foundation module in interprofessional 
education to mixed groups o f  first year students from  a num ber o f  pre-registration health and social 
-rtare-courseTncluding Social W ork, Occupational Health, Radiography and Physiotherapy. A  NommaC 
Group technique encourages participants to  generate a range o f  ideas in response to à trigger question; 
the underlying concept o f  the group is to generate many creative ideas in a short time, and to arrive at a 
consensus through a process where all participants can be heard. T he question for the Nominal Group 
to address was: W hat enables academics to effectively deliver interprofessional education? W e were 
interested in what facilitates effective collaborative working in delivering interprofessional education. 
Results: K t  the workshop we will present results from  the pilot group. Findings from the group show 
that participants have à wealth o f  personal experience o f  collaborative practice (both professional and 
within the academy), m uch o f  it positive, and this experience is key to  how  they see their contribution 
to . delivering interprofessional education. The group identified bo th  organisational and pedagogic 
factors that facilitated and inhibited effective delivery o f  interprofessional education.
Conclusions: We intend to use the Nom inal G roup as a pilot within the Faculty to develop a wider 
research programme to look in m ore depth a t what facilitates effective collaborative working amongst 
academic colleagues in the delivery o f  interprofessional education. W e are using the ideas generated by 
. the group to inform the development o f  strategies to  support effective interprofessional collaboration 
within the academy. -
Spiritual journey o f infertile women: a trigger for medical and psychosocial professionals to 
provide spiritual care in fertility clinics
Robab Roudsari,^ Helen AUen^ and Pam  Smith^ — ^Mashhad University o f Medical Sciences and ^University of
Surrey ' , . .
r.latifnejad@surrey.ac.uk
background (& aim: Infertility is 201 acute life crisis which may last for an indeterminate length o f  time and 
one o f  the greatest challenges o f  infertile wom en , is coping with this crisis. In  a holistic approach to 
infertile women’s care, which is believed to assist patients cope better with their experiences, it is 
required to consider all aspects o f  holistic care including medical, psychological, social, cultural and also 
religious and spiritual needs o f  individuals. This aim can be achieved by ensuring that the community o f
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professionals working in fertility clinics including both medical staff and psychosocial professionals 
work together to maintain good practice with regard to medical and psychosocial care for infertile 
women. This study examined one o f the com ponents o f  holistic care, i.e., spirituality and explored 
how wom en experienced infertility in its religious and spiritual context and endeavoured to handle it, 
spiritually.
Methods: The design was a feminist grounded theory study including semi structured in-depth interviews 
with 30 infertile women affiliated to different denominations o f  Christianity (Protestantism, 
Catholicism, Orthodoxy) and Islam (Shi’a and Sunni). Data were collected in one Iranian and two U K  
fertility clinics through theoretical sampling and analyzed using grounded theory (Strauss & Corbin, 
19<%f).
Results: Emerging categories included: appraising the meaning o f  infertility religiously and spiritually, 
employing religious healing beliefs, adopting faith-based decision-making for treatm ent and applying 
religious coping strategies: Participants with religious/ spiritual orientation started their journey with 
religious and spiritual appraisal o f  the situation and perceived infertility as an opportunity for spiritual 
growth and development. They tried to get help from their religious beliefs and perspectives while they 
were struggling to find a solution. Their healing beliefs were expressed as believing in God^given cure, 
praying, spiritual healing and employing assisted reproductive technologies ' as long as they were 
compatible with religious authorization. They also attem pted to get m ore spiritual strength through thé 
journey, adopting religious coping strategies. They defined religious coping m ethods on a continuum 
from positive to negative, although positive religious coping strategies were used with m ore variety and 
frequency.
Conclusion: T he findings o f this study revealed that good practice in fertility clinics encompasses more 
than medical practice and clinics need to be prepared to consider and deal with the religious and 
spiritual issues as well. Also it can enrich the awareness and understanding o f  both medical and 
psychosocial professionals o f  religious/ spiritual infertile wom en’s conceptualization o f  their illness and 
the impact that it may have on their healing and coping. Collaboration o f  these professionals to provide 
spiritual care can give a m ore holistic approach to infertile wom en’s care and will enhance team 
satisfaction o f  their practice and help infertile wom en better come to terms with their experiences.
People with learning disabilities and their families
PhiHppa Russell,^ Beverley Dawkins^ and Jim  Blair^ — ’ The Commission for Carers, ^Mencap and ^Kingston
University and S t George's,University of Tandon
jblair@hscs.sgul.ac.uk
Background: The Disability Rights Commission (now Commission for Equality and H um an Rights 
CEHR) report the Equal treatment- Closing the G ap (DRC, 2006) coupled w ith case studies presented 
within the Death by Indifference R eport (Mencap 2007), brings into the spotlight again, the persistent 
health inequalities experienced by people with learning disabilities and the indifference demonstrated by 
many professionals towards them. For too long the integration o f  such evidence into policy and 
practice has been inadequate for this group o f  people. The health inequalities o f  people with a learning 
disability have long been known: In  2001 Valuing People acknowledged that Tiealth outcomes for 
people with learning disabilities fall short when compared with outcomes for the non-disabled 
population’, and identified solutions — including the need for a confidential inquiry in to  premature 
deaths, annual health checks and staff training. M encap’s 2004 Treat m e right! campaign showed 75% 
o f  GPs had received no  training to help them treat people with a learning disability and 90% felt that a 
patient’s learning disability m ade it m ore difficult to make a diagnosis. T he Disability Rights 
Commission 2006 health inequalities report showed “people with learning disabilities die younger than 
other citizens. They also have high rates o f  unm et health needs” . The risk o f  dying under the age o f  50 
for people with a learning disability is 58 times higher than in the general population. T he investigations 
in Sutton and M erton and in Cornwall into the treatment o f  people with a learning disability in NH S 
residential care showed institutional abuse taking place for years unchecked. The W hite paper ‘O ur 
health. O ur care. O ur say’ admitted that people with learning disabilities face inequalities and that ‘the
Emotions Interest Group Meeting, 9**^  January 2008, University of Surrey, Guildford, UK
Relying on a higher being: A grounded theory of experiencing infertility in a 
religious and spiritual context
Robab Latifnejad Roudsari^’ Prof. Pam A. Smith \  Dr. Helen T. Allan^
*’^ Department o f  M idwifery, M ashhad University o f  M edical Sciences, M ashhad, Iran, 91375-345 
^Division o f  Health & Social Care, Faculty o f  Health & M edical Sciences, University o f  Surrey, 
Guildford, UK, GU2 7TE
Background & Objectives: Infertility is an acute life crisis which may last for an indeterminate 
length of time. In a holistic approach to infertile women’s care, which is believed to assist patients 
cope better with their experiences, all aspects of holistic care including religious and spiritual 
needs of individuals should be considered. A literature review revealed that religious and spiritual 
dimensions of infertility have received very little attention. This study examined how women 
experienced infertility in its religious and spiritual context and how this perspective affected the 
strategies infertile women adopted to handle infertility.
Method: Using a feminist grounded theory approach 30 infertile women affiliated to different 
denominations of Christianity (Protestantism, Catholicism, Orthodoxy) and Islam (Shi’a and 
Sunni) were interviewed. Seven infertile women had no formal religion. Data were collected 
through semi structured in-depth interviews in one Iranian and two UK fertility clinics and 
analyzed using Strauss and Corbin’s mode of grounded theory analysis.
Findings: The substantive theory of “relying on a higher being’’ was generated from data which 
encompassed four sequential stages: encountering the problem, challenging acceptance, 
struggling for a resolution and coming to terms. The majority of participants experienced a feeling 
of spiritual strengthening or spiritual awakening as they came to terms with their fertility problem 
in their journey. Although infertile women mostly worked through this process in a coordinated 
fashion, variations in the process happened because of different orientations towards religion.
Conclusion: I argue that such a theory contributes to a greater understanding of the experience 
of infertility in a religious and spiritual context. It represents an initial attempt to conceptualize this 
experience and further studies are needed to validate this initial substantive theory, both in order 
to better understand religious and spiritual dimensions of infertility and to formalize this theory by 
testing it in other relevant substantive areas.
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Objectives; Scientific literature has identified religion as a factor which can affect the practice of 
reproductive technologies. This study explored how religious/ spiritual infertile women responded to ART 
using their religious teachings.
Methods: In a feminist grounded theory study 40 infertile women affiliated to different denominations of 
Christianity (Protestantism, Catholicism and Orthodoxy) and Islam (Shi’a and Sunni) were interviewed. 
Participants were recruited using theoretical sampling in one Iranian and two UK fertility clinics. Data were 
analyzed using Strauss and Corbin’s mode of grounded theory.
Results: Three categories were emerged embracing: exploring religious authorizations, faith-based 
decision-making and transcendent hope to attain a pregnancy. The majority of religious infertile women 
endeavored to explore religious scholars’ views on ART. To make decision to do ART the mainstream of 
Muslims and Christians deemed IVF as a kind of advanced technology of reproduction which has no 
religious prohibition. Regarding gam ete/ embryo donation, they expressed a wide variety of outlooks 
including opposition, agreement, and ambiguity. The majority of Sunni Muslims and Christians expressed  
their objection with gamete donation. In contrast, the majority of Shi’a Muslims, who were religiously allowed 
to use donor procedures, and a few number of Protestant, Catholic and Orthodox participants, despite not 
being religiously allowed, had no opposition with gam ete donation. Som e participants experienced ambiguity 
and uncertainty. Religious women had a transcendent hope to attain a successful pregnancy, which arose 
from their belief in God’s blessing and miracles.
Conclusions: Health professionals should be aware of religious/ spiritual infertile women’s tendency to use 
their belief system to make decision on ART, although a minority may not act upon religious authorizations 
for the reason of struggling with the desperation and heartbreak caused by infertility.
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Objectives: Despite the lack of empirical research on the role of spirituality in the lives of infertile women, 
scientific literature has identified religion and spirituality as significant coping resources throughout the life 
course which individuals rely on to gain control in their lives. This study explored how infertile women coped 
with infertility using their belief system.
Methods: In a feminist grounded theory study 40 infertile women affiliated to different denominations of 
Christianity (Protestantism, Catholicism, Orthodoxy) and Islam (Shia and Sunni) were interviewed. Data 
were collected through semi structured in-depth interviews with volunteer infertile women in one Iranian and 
two UK fertility clinics and analyzed using Strauss and Corbin’s mode of grounded theory.
Results: Religious infertile women using religious and spiritual problem-solving strategies played an 
important role in promoting their psychological fitness. They used a combination of both positive (benevolent 
religious reappraisal, belief in spiritual support, engagement in religious rituals, belief in miracle, religious 
surrendering, belief in timing, religious consciousness, religious helping and seeking support from clergy) 
and negative religious coping strategies (demonic reappraisal, discontent with God, discontent with clergy 
and spiritual irrelevance). Religious participants concurrently used som e non-religious coping strategies 
(seeking friendship, looking for medical resources, not to think about, changing lifestyle and complementary 
therapies) in conjunction with religious coping strategies.
Conclusion: Infertile women reported a variety of religious/spiritual coping strategies which were associated  
with adaptive health outcomes. Further scientific inquiry is required to investigate how religion and spirituality 
promote healthy adaptation to infertility and whether health professionals' attention to religious/spiritual 
coping could assist infertile women to be well adapted to infertility.
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Background and aim: An increased interest towards the effects of religion and spirituality on 
physical as well as mental health is apparent in the psychological and medical literature. 
Nevertheless, there is a dearth of study on the link between religion/ spirituality and psychological 
adjustment in infertile women. This study explored how infertile women using religious/ spiritual 
meaning-making framework endeavored to maintain their emotional strength in dealing with 
infertility distress.
Methods: In a feminist grounded theory study 30 infertile women affiliated to different 
denominations of Christianity (Protestantism, Catholicism, Orthodoxy) and Islam (Shi’a and 
Sunni) were interviewed. Volunteer participants were purposively recruited in one Iranian and two 
UK fertility clinics and the sample size was determined by theoretical sampling and data 
saturation. Data were collected through semi structured in-depth interviews and analyzed using 
Strauss and Corbin’s mode of grounded theory.
Results: The emergent categories included religious/ spiritual reappraisal of the meaning and 
causation of infertiiity, demonstrating faith-based positive emotions and adopting religious/ 
spiritual coping strategies which were encompassed in the core category of relying on a higher 
being. Religious infertile women presented a positive and beneficent image of God and viewed 
infertility as a God-granted phenomenon, God’s pian, God’s gift and God’s test. As a 
consequence, they believed in the spiritual or spiritual-medical causation of infertility. They 
represented positive emotions like optimism, feeling of peace and self-confidence which helped 
them to handle the emotional burden of infertility peacefully. They mainly adopted religious/ 
spiritual coping strategies, which arose from their religious teachings and divine outlook to life. 
These strategies consisted of a combination of positive and negative religious coping strategies, 
although positive strategies were used with more variety and frequency. In addition, they used 
some non-religious coping strategies as well to be able to maintain and promote their emotional 
competence and as a result cope with their stressful situation using multiple coping strategies.
Conclusion: Religious participants held a particular worldview, giving sacred meaning to life and 
talking about an internal knowing, certainty and assurance that they would be blessed by God, 
either through being granted a child or in other ways. This worldview resulted in optimism and 
positive thinking which consequentiy helped them to get the psychological fitness that gave them 
a sense of empowerment as an integral part of their recovery, i.e., the process of adaptation, 
transformation and self-discovery including changes in attitudes and values towards infertility.
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Background and objectives: Infertility can be a complex life-crisis which may last for many 
years. But as it is not a disfiguring, life-threatening or fatal condition society may neglect the 
concerns of infertile women. I argue that infertile women need to be cared for holistically by an 
experienced multidisciplinary team and in a holistic care the significance of religious and spiritual 
aspects of care must not be underestimated. This exploratory study examined how do religion 
and spirituality inform infertile women’s efforts to construct meanings about the adverse effects of 
infertility and how these beliefs affect the attempts made by infertile women to deal with different 
aspects of infertility.
Methods: In this study, which was underpinned by the theoretical framework of feminist 
grounded theory, 30 infertile women affiliated to different denominations of Christianity 
(Protestantism, Catholicism, Orthodoxy) and Islam (Shi’a and Sunni) were interviewed. Volunteer 
women with fertility problem were recruited in one Iranian and two UK fertility clinics using 
theoretical sampling. Data were collected through semi structured in-depth interviews and 
analyzed using grounded theory.
Findings: Infertile women encountering infertility in their primary appraisal showed attributes like 
disbelief, uncertainty, and questioning, which was virtually the same in all participants. But 
religious and spiritual infertile women in their subsequent reappraisal using religious/ spiritual 
meaning-making framework tried to preserve themselves from emotional collapse. They 
reappraised infertility in a positive manner as God’s plan, God’s gift, God’s test, being chosen by 
God, and a life enriching experience to gain more spiritual strength. Through this way they 
succeeded to acknowledge their new identity as infertile and tried to cope with the situation 
adopting religious coping strategies. Their trust and reliance on God and their benevolent 
reappraisal helped them to be optimistic, calm, hopeful and confident, as they believed in God’s 
wisdom, beneficence and power. Their religious worldview guided them to talk about an internal 
knowing, certainty and assurance that they would be blessed by God, either through being 
granted a child or in other ways. As a result, they became capable to disclose their situation to 
others. Following disclosure they started to find a solution on their own or through seeking help 
from their husbands/ partners or close relatives and friends. In relation to their marital 
relationships, they tried through establishing supportive relationships, being positive, offering 
spiritual sympathy and adopting religious role models to be more understanding, compassionate 
and gentle to each other and maintain a family cohesion. Their religious views on socialization as 
a religious value motivated them to search reassurance through the love and care of religious 
congregation as well as offering support to others to gain intimacy and as a consequence being 
liberated from social isolation caused by infertility. They tried to get help from their religious 
beliefs and perspectives while they were struggling to find a solution. They had healing beliefs as 
believing in God-given cure, healing through prayer, belief in miracles and belief in spiritual
healers which maintained them hopeful to the outcome of treatment. They employed assisted 
reproductive technologies as long as they were compatible with religious authorizations. At the 
same time, they had a transcendental hope that they would be blessed one day and this divine 
hope motivated them to go ahead with their treatment procedures.
Conclusion: Religious infertile women after experiencing ups and downs in their long-term 
journey were convinced that they could have a fruitful and dynamic life even without a child. They 
believed that the whole process of struggling with different dimensions of infertility could not 
threaten their belief in God and they would be still appreciated. Hence, it seems that their 
spirituality as far as they came to terms developed and they achieved a kind of spiritual 
strengthening embedded in religious hope in a Higher Being. This spiritual strength gave them a 
sense of empowerment to handle infertility more peacefully.
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